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Guide  to  Volume  II 


The  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT)  program  was  established  in 
1967  as  the  pediatric  component  of  the  Medicaid  program.  Since  its  inception,  however,  the 
program  has  had  limited  success  in  achieving  its  goal  of  periodically  screening  all  Medicaid-eligible 
children  up  to  2 1  years  of  age  to  detect  correctable  conditions  and  provide  appropriate  treatment 
services.  To  address  the  program's  major  shortfalls,  Congress  included  several  provisions  in  the 
Omnibus  Budget  Reconciliation  Act  of  1989  (OBRA-89)  designed  to  improve  the  rates  at  which 
states  screen  children,  broaden  provider  participation,  and  expand  benefit  coverage,  among  other 
enhancements. 

In  1992,  the  Health  Care  Financing  Administration  (HCFA)  awarded  a  five-year  contract  to 
SysteMetrics,  Inc.  and  its  subcontractor.  Health  Systems  Research,  Inc.  (HSR),  to  evaluate  the 
impact  of  OBRA-89  on  the  performance  of  the  EPSDT  program.  Specifically,  HCFA  asked  the 
evaluators  to  measure  OBRA-89's  impact  in  the  four  "Tape-to-Tape"  states-California,  Georgia, 
Michigan  and  Tennessee— which  provide  HCFA  with  more  extensive  and  comprehensive  data  on 
their  Medicaid  programs  than  the  other  states.  The  EPSDT  evaluation  includes  both  outcomes  and 
process  analysis  components;  HSR  is  responsible  for  the  process  analysis. 

This  volume  is  the  second  of  HSR's  two-volume  final  repon  on  the  findings  of  the  process  analysis. 
Whereas  Volume  I  provides  a  synthesis  of  the  process  analysis  findings,  this  volume  presents  the 
four  detailed  case  study  reports  produced  under  this  evaluation  and  upon  which  the  synthesis  was 
based. 

Volume  II  includes  four  chapters,  each  of  which  describe  and  analyze,  in  order,  the  EPSDT 
programs  in  California,  Georgia,  Michigan,  and  Tennessee.  All  chapters  are  organized  into  the 
following  five  major  sections: 

■  Introduction.  The  opening  section  of  each  chapter  provides  an  overview  of  the 
timing  and  structure  of  the  site  visit  to  the  study  state.  The  various  cities  and  towns 
visited  by  the  research  team,  as  well  as  the  range  of  program  officials  and  providers 
who  were  interviewed,  are  described. 

■  Background  on  the  study  state.  To  provide  a  context  for  discussion,  background  is 
provided  on  the  state,  its  Medicaid  and  EPSDT  programs,  and  recent  activities  to 
improve  maternal  and  child  health.  This  section  also  describes  the  various  roles 
played  by  state  agencies  administering  and  operating  the  EPSDT  program.  In 
addition  to  providing  data  specific  to  children,  the  background  discussion  also 
includes  information  on  pregnant  women.  Because  expansions  of  Medicaid 
eligibility  and  service  coverage  for  pregnant  women  have  been  the  primary 
strategies  employed  by  states  and  the  federal  government  to  improve  birth  outcomes 
and  infant  health  since  the  late  1980"s,  discussion  of  the  state's  activities  in  this  area 
provides  insight  into  the  degree  to  which  it  has  emphasized  maternal  and  child 
health.' 


More  directly,  since  1990,  infants  born  to  Medicaid-eligible  pregnant  women  have  been  guaranteed 
Medicaid  coverage  and,  therefore,  access  to  EPSDT  services,  for  their  first  year  of  life.  In  addition, 
to  improve  EPSDT  screening  rates  for  infants,  states  are  increasingly  targeting  outreach  efforts  toward 
pregnant  women. 
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■  EPSDT  program  components  and  state  responses  to  OBRA'89.  The  third  section 
of  each  chapter  discusses  state  policies  regarding  six  major  program  components  of 
the  EPSDT  program,  including:  mforming  and  outreach,  provider  participation,  the 
EPSDT  screen,  diagnostic  and  treatment  services,  special  initiatives  to  enhance 
service  delivery,  and  data  reporting  activities.  These  program  components  are 
examined  in  relation  to  the  state's  responses  to  various  EPSDT  provisions  contained 
in  the  Omnibus  Budget  Reconciliation  Act  of  1989  (OBRA-89). 

■  Implementation  issues/Strengths  and  weaknesses  of  current  systems.  This  section 
describes  policy  and  program  issues  that  the  state  has  encountered  while 
implementing  EPSDT  program  changes,  as  well  as  the  overall  program  strengths 
and  weaknesses  in  each  of  the  six  program  components  discussed  in  the  previous 
section.  Much  of  this  discussion  is  presented  in  the  context  of  local-level  activities 
as  observed  during  the  site  visit. 

■  Lessons  learned  and  issues  for  the  future.  The  final  section  of  each  chapter 
presents  a  summary  of  the  state  EPSDT  program's  structure,  its  overall  strengths 
and  weaknesses,  an  assessment  of  the  impact  on  the  program  of  the  OBRA-89 
legislation,  and  issues  needing  to  be  addressed  in  the  future. 

Combined,  these  case  studies  have  been  designed  to  provide  a  detailed  process  analysis  of  the 
EPSDT  programs  in  the  Tape-to-Tape  states  and  the  impact  that  OBRA-89  has  had  on  program 
policies  and  operations.  The  qualitative  analyses  provided  in  these  case  smdies,  it  is  hoped,  will 
complement  and  enhance  the  quantitative  analyses  that  have  been  performed  under  other  portions  of 
this  evaluation. 
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Chapter  I:  California 
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I.  Introduction 

This  chapter  presents  a  case  study  of  California's  Early  and  Periodic  Screening,  Diagnosis,  and 
Treatment  (EPSDT)  program,  known  in  that  state  as  the  Child  Health  and  Disability  Prevention 
(CHDP)  program.  The  discussion  and  analyses  are  based  on  the  findings  of  a  site  visit  to  the  state 
by  a  three-person  consulting  team  conducted  during  August  2-6,  1993. 

During  the  site  visit,  the  consuhing  team  met  with  numerous  officials  of  the  California  Department 
of  Health  Services.  Specifically,  meetings  were  conducted  with  staff  of  Children's  Medical 
Services,  which  oversees  the  CHDP  program,  and  the  Medical  Care  Services  Program,  which 
administers  the  state's  Medicaid  program,  known  as  "Medi-Cal." 

In  addition  to  providing  an  opportunity  for  the  consulting  team  to  meet  with  state-level  program 
officials,  the  site  visit  was  also  designed  to  expose  the  team  to  a  variety  of  local  service  delivery 
systems.  Therefore,  visits  were  conducted  to  several  counties  representing  a  range  of  community 
types.  (Due  to  the  limited  time  available,  the  trip  was  limited  to  sites  in  Northern  and  Central 
California.)  The  four  counties  included  in  the  site  visit  were:  Sacramento,  a  rapidly  growing 
metropolitan  area  that  includes  the  state  capitol  of  Sacramento;  Alameda,  an  urban  county  including 
the  cities  of  Berkeley  and  Oakland;  Contra  Costa,  a  suburban  county  in  the  eastern  San  Francisco 
Bay  Area;  and  Merced  County,  a  rural  area  in  California's  agricultural  San  Joaquin  Valley.  During 
these  visits,  the  consulting  team  interviewed  officials  of  local  CHDP  programs  and  social  services 
offices,  as  well  as  providers  enrolled  in  the  CHDP  program,  including  pediatricians  in  private 
practice,  local  health  departments,  managed  care  providers,  and  Community  Health  Centers. 
(Please  refer  to  Appendix  A  in  Volume  I  for  the  complete  site  visit  agenda.) 


II.       Background  on  the  State  of  California 

This  section  presents  background  information  on  a  range  of  areas  relevant  to  a  discussion  of 
California's  CHDP  program.  Specifically,  contextual  information  is  provided  on  five  major  topics: 
the  State  of  California  and  its  population;  California's  "Medi-Cal"  and  CHDP  programs;  recent 
activities  in  California  to  expand  and  enhance  maternal  and  child  health  services;  state  agency  roles 
in  administering  CHDP;  and,  fmally,  the  namre  of  state  and  local  relationships,  particularly  among 
those  agencies  with  CHDP  program  responsibility. 

A.       The  State  of  California 

California  has  many  unique  characteristics  which  distinguish  it  from  other  states  in  the  U.S.  For 
example,  the  state  is  the  most  populous  in  the  nation.  It  is  also  the  third  largest  state  in  the  country 
after  Alaska  and  Texas.  In  addition,  Californians  make  up  one  of  the  most  urban  populations  in  the 
U.S.;  more  than  three-fourths  of  the  state's  population,  located  mainly  along  the  coast,  live  in  the 
Los  Angeles,  San  Francisco,  and  San  Diego  metropolitan  areas.  Only  a  small  portion-about  10 
percent~of  Californians  live  in  rural  areas.  Despite  its  urban  character,  California  is  the  major 
agricultural  state  in  the  nation,  producing  about  one-third  of  the  nation's  canned  and  frozen  fruits 
and  vegetables.  Other  major  industries  include  computer  technology,  aerospace,  wine  making,  and 
film  and  television  production  (Encyclopedia  Britannica,  1993;  Centers  for  Disease  Control,  1990). 
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The  state's  population  is  also  unique  in  many  ways,  most  particularly  in  its  ethnic  diversity.  In 
1991,  approximately  29  millionj)eople  lived  in  California.  Of  these,  70  percent  were  white,  7 
percent  were  African  American,  approximately  10  percent  were  Asian  or  Pacific  Islander,  and  14 
percent  were  in  various  other  ethnic  groups  (U.S.  Bureau  of  the  Census,  1990).  Over  100 
languages  are  spoken  across  California,  an  indication  of  the  large  influx  in  recent  years  of  people 
from  countries  around  the  world.  The  state  has  a  particularly  large  representation  of  Hispanic 
populations;  about  one-third  of  the  nation's  Mexican  Americans  live  in  California.  California  has 
also  been  a  popular  destination  for  people  moving  within  the  United  States.  Due  to  the  large 
numbers  of  African  Americans  which  have  migrated  from  the  southern  states,  California's  African 
American  population  has  grown  more  dramatically  over  the  past  several  decades  than  that  of  any 
other  state  (Encyclopedia  Britannica,  1993). 

As  will  be  discussed  further  below,  criteria  for  public  insurance  coverage  in  California  is  quite 
generous.  In  1992,  approximately  15  percent  of  California's  population  received  services  paid  for 
by  Medi-Cal  (U.S.  Bureau  of  the  Census,  1992;  Health  Care  Financing  Administration  [HCFA], 
1993).  Nonetheless,  lack  of  health  insurance  remains  a  widespread  problem.  In  1992,  nearly  20 
percent  of  children  age  17  and  under  were  uninsured  (Employee  Benefits  Research  Institute,  1993). 


B.       Overview  of  the  Medi-Cal  and  CHOP  Programs 

The  following  discussion  provides  background  information  on  California's  Medicaid  and  EPSDT 
programs. 


1.  Medi-Cal 

California's  Medicaid  program,  called  "Medi-Cal,"  has  grown  significantly  in  recent  years.  As 
illustrated  in  Table  I-l  below,  between  the  study  years  1989  and  1992  the  total  number  of  Medicaid 
recipients^  grew  from  3.1  million  to  4.2  million  persons,  representing  a  33  percent  increase  over 
this  three-year  period. 

While  the  Medi-Cal  recipient  population  grew  by  33  percent  between  fiscal  years  1989  and  1992, 
Medi-Cal  expenditures  rose  at  a  significantly  greater  rate  over  this  time  period:  58  percent.  The 
total  cost  of  Medi-Cal  services  in  1992  was  $8.8  biUion,  as  compared  to  $5.6  billion  in  1989. 


To  ensure  consistency  across  the  various  reports  produced  under  this  project,  all  data  describing  the 
Medicaid  population  were  drawn  from  SysteMetrics'  analyses  of  the  Tape-to-Tape  data  files.  Please 
note  that,  in  accordance  with  SysteMetrics'  definition  of  the  analysis  population,  the  data  presented  in 
this  report  exclude  persons  enrolled  in  capitated  plans,  residing  in  institutions  (nursing  homes, 
intennediate  care  facilities  for  the  mentally  retarded,  and  inpatient  psychiatric  facilities),  and 
possessing  dual  Medicare  and  Medicaid  coverage.  (More  detailed  information  on  the  data  sotjrces  and 
methods  used  by  SysteMetrics  for  their  analyses  is  presented  in  their  Year  1  report.  The  Use  of  EPSDT 
and  Other  Health  Care  Services  by  Medicaid  Children,  1989.) 
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Table  M. 

TOTAL  MEDICAID  RECIPIENTS  AND  EXPENDITURES.  CALIFORNIA, 
CALENDAR  YEARS  1989  AND  1992, 

1989 

1992 

Percent  Change 
1989-1992 

Total  Medicaid  Recipients 

3,139,791 

4,168,890 

32.8% 

Total  Medicaid  Expenditures 
(in  $  1,000s) 

$5,575,161 

$8,832,776 

58.4% 

Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


In  both  study  years.  Medicaid  recipients  under  age  21  in  California  comprised  approximately  half  of 
the  total  Medicaid  population-^9  and  51  percent  of  total  recipients  were  children  in  1989  and  1992, 
respectively.    As  shown  in  Table  1-2  below,  not  surprisingly,  children  eligible  through  the  Aid  to 
Families  with  Dependent  Children  program  made  up  die  largest  portion  of  children  in  the  Medi-Cal 
population  in  both  study  years--67  percent  in  1989  and  58  percent  in  1992.  The  next  largest  group 
was  Medically  Needy  and  Other  Non-cash  child  recipients~26  and  32  percent  in  1989  and  1992, 
respectively.' 

The  remaining  three  eligibility  categories-SSI  Blind/Disabled,  Poverty-related,  and  Foster  Care 
groups-all  comprise  relatively  small  portions  of  the  total  child  populations,  as  shown  in  Table  1-2 
below.  However,  the  relative  rankings  of  these  three  smaller  categories  shifted  considerably  over 
the  study  period,  during  which  time  federally-mandated  Medicaid  expansions  were  implemented.  In 
1989,  children  in  the  Poverty-related  eligibility  category  comprised  the  smallest  of  these  groups 
(less  than  one  percent).  However,  by  1992  when  California  was  covering  more  children  through 
Medi-Cal  rather  than  through  its  state-funded  program  (due  to  the  federal  mandates),  this  group  was 
the  largest  of  these  three  categories  (4.2  percent). 


For  their  analyses,  SysteMetrics  assigned  children  under  age  21  to  the  Medicaid  eligibility  group  under 
which  they  were  covered  for  the  greatest  number  of  months  during  the  study  year.  The  five  eligibihty 
categories  used  by  SysteMetrics  were:  (1)  SSI  disabled,  which  includes  blind  and  disabled  Medicaid 
children,  regardless  of  cash  assistance  status  or  family  income;  (2)  AFDC  cash  assistance  recipients, 
regardless  of  whether  they  quaUfy  as  children  or  adults;  (3)  foster  care  children,  which  includes  AFDC 
Title  rV-E  children  and  medically  needy  child  welfare  recipients;  (4)  enrollees  qualifying  as  children 
or  pregnant  women  (<21  years  of  age)  under  the  poverty-related  expansions;  and  (5)  medically  needy 
and  other  children  not  otherwise  classified,  including  so-called  Ribicoff  children. 
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Tflh!pl-2. 

CHILD 
RY  FLU 

MEDICAID  RECIPIENTS  UNDER  21 
TTRn  JTY  CATEGORY:  CALIFORNIA. 

CALENDAR  YEARS  1989  AND  1992, 

E/iigiDiiity  caiegory 

1989 

1992 

Number 

%  nf  Tntnl 

/C   111    I  UiAI 

Children  on 
Medi-Cal 

Number 

%  of  Total 
Children  on 
Medi-Cal 

AFDC  Cash  Assistance 

1,022,076 

66.9% 

1,232,232 

58.2% 

Medically  Needy/Other 
Non-Cash  Recipients 

393,824 

25.8% 

668,878 

31.6% 

Foster  Care 

70,232 

4.6% 

79,169 

3.7% 

SSI  Blind/Disabled 

31,924 

2.1% 

46,996 

2.2% 

Poverty-Related 

10,387 

0.7% 

88,521 

4.2% 

TOTAL 

1,528,443 

100.0%* 

2,115,796 

100.0%* 

•Columns  may  not  sum  exactly  to  100.0%  due  to  rounding. 
Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


2.        Child  Health  and  Disability  Prevention  (CHOP) 

All  states  that  have  Medicaid  programs  are  required  by  federal  law  to  also  have  EPSDT  programs. 
As  indicated  earlier,  California's  EPSDT  program  is  known  as  the  Child  Health  and  Disability 
Prevention  (CHDP)  program.  Like  other  state  EPSDT  programs,  CHOP  finances  services  with 
state  and  federal  funds  for  children  from  birth  up  to  age  21  who  have  been  determined  eligible  for 
the  state's  Medicaid  program.  However,  California's  program  is  unique  in  that  it  also  provides 
services  to  non-Medicaid-eligible  children.  When  CHDP  first  began,  the  state-funded  group 
included  only  high-risk  infants.  However,  due  to  a  series  of  incremental  expansions,  this  group  has 
been  considerably  broadened.  The  most  recent  expansion  occurred  in  1989  when  legislation  was 
passed  instituting  taxes  on  die  sale  of  tobacco  products.  Most  of  the  revenue  derived  from  these 
taxes  are  allocated  to  health  programs.  Since  that  time,  the  CHDP  program  has  provided  coverage 
for  children  ineligible  for  Medicaid  through  age  18  up  to  200  percent  of  the  federal  poverty  level 
(FPL).*  Finally,  CHDP  also  covers  children  attending  Head  Start  and  State  Preschool  programs. 

According  to  data  reported  by  California  on  HCFA  Form  420  for  fiscal  year  (FY)  1989  (which 
pertains  only  to  children  on  Medi-Cal,  not  those  in  the  state-funded  group),  63  percent  of 
Medi-Cal-eligible  children  received  screening  examinations,  significantly  greater  than  the  39  percent 


Diagnostic  and  treatment  (D&T)  services  for  Medi-Cal-eligible  children  are  covered  by  the  Medi-Cal 
program,  while  D&T  services  for  children  in  the  state-funded  group  are  funded  by  coimty  monies 
from  the  tobacco  surtax  fund  (Proposition  99).  However,  due  to  Umited  and  inconsistenUy  available 
county  funds,  children  in  the  state-funded  group  lend  to  have  more  restricted  coverage  of  treatment 
services. 
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national  figure  for  that  year  (HCFA,  1990).  In  FY  1992,  that  portion  had  dropped  significantly  to 
36  percent,  the  same  as  the  FY  1992  national  average  (HCFA,  1993a).  However,  as  shown  in 
Table  1-3,  screening  rates  vary  significantly  by  age.  Data  indicate  that,  while  most  infants  are 
reached  by  the  program-84  percent  of  infants  were  screened  during  FY  1992-the  likelihood  of 
receiving  screening  services  declines  with  increasing  age  (only  12  percent  of  adolescents  aged  15  to 
20  were  screened  during  FY  1992)  (HCFA,  1993a).  This  trend  is  also  apparent  in  national  figures. 


Table  1-3. 

CALIFORNIA-SPECIFIC  A^D  NATION.\L  EP 
BY  AGE,  FISCAL  YEARS  1< 

SDT  PARTICIPATION  RATES, 
)89  AND  1992. 

Age 

EPSDT  Participation  Rate 

<1 

yr. 

1-5 
yrs. 

6-14 
yrs. 

15-20 
yrs.  1 

rotal 

California  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

63% 

National  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

39% 

California  FY  1992  Participation  Rate 

84% 

49% 

22% 

12% 

36% 

National  FY  1992  Participation  Rate 

68% 

45% 

25% 

17% 

36% 

n/a  =  not  applicable.  In  FY  1989,  HCFA  did  not  require  states  to  report  EPSDT  data  by  age. 
Sources:  HCFA  420,  FY  1989;  HCFA  416,  FY  1992. 


C.       Recent  Initiatives  to  Improve  Maternal  and  Child  Health 

During  the  1980s,  Congress  passed  a  number  of  laws  increasing  states'  flexibility  to  develop 
Medicaid  programs  that  better  serve  pregnant  women  and  children.  Specifically,  federal  legislation 
allowed  states  to  expand  income  eligibility  thresholds,  streamline  the  Medicaid  eligibility  process, 
and  develop  enhanced  prenatal  benefits  for  Medicaid-eligible  pregnant  women.  California's 
initiatives  in  these  areas,  as  well  as  other  related  activities  to  improve  participation  of  obstetric 
providers  in  Medi-Cal,  are  described  below. 

1.        Expanding  Income  Eligibility  Thresholds 

Between  1986  and  1990,  Congress  passed  several  laws  giving  states  the  option  of  expanding 
Medicaid  coverage  for  certain  populations.  Specifically,  these  expansions  targeted  low-income 
pregnant  women  and  children  not  poor  enough  to  meet  the  ehgibility  criteria  for  their  state's  AFDC 
or  Medically  Needy  programs. 

Unlike  most  other  states,  California  has  historically  provided  a  generous  level  of  coverage  through 
its  AFDC  and  Medically  Needy  programs.  As  shown  in  Table  1-4,  in  1989  California  had  an 
AFDC  threshold  of  83  percent  of  the  FPL  and  a  Medically  Needy  threshold  of  107  percent  of 
poverty.  By  1992,  while  these  thresholds  had  fallen  as  a  percent  of  the  FPL,  they  were  still 
relatively  high~69  and  97  percent,  respectively.  Thus,  the  availability  of  federal  expansion 
authority  has  not  had  as  great  an  impact  in  California  as  it  has  in  other  states. 
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In  July  1989,  however,  the  state  did  take  advantage  of  OBRA-87  flexibility  and  extended  coverage 
to  pregnant  women  and  infants  up  to  185  percent  of  the  FPL  (Hill,  1992).  Consequently, 
Medi-Cal  has  become  a  major  payer  of  obstetrical  services;  of  the  approximately  600,000  births 
which  occur  aimually  in  the  state,  nearly  half  are  funded  by  Medi-CaJ  (Medical  Care  Services 
Program,  1993),  twice  as  high  as  the  1988  rate  of  26  percent  (Children's  Defense  Fund,  1992).  In 
some  areas  of  the  state,  the  portion  is  even  higher;  in  Fresno  County,  for  example,  roughly  70 
percent  of  births  are  paid  for  with  Medi-Cal  funds  (Medical  Care  Services  Program,  1993). 

Changes  in  poverty -level  coverage  for  children  have  been  expanded  in  compliance  with  federal  law. 
For  most  of  1992  the  state  was  providing  Medicaid  coverage  to  children  up  to  age  six  with  incomes 
below  133  percent  of  the  FPL  and  to  children  through  age  nine  under  poverty  (see  Table  1-4). 
In  California,  Medicaid  coverage  is  not  the  only  source  of  coverage  for  uninsured  women  and 
children.  For  those  who  do  not  qualify  for  Medi-Cal,  California  has  established  several 
state-funded  programs  which  have  further  improved  access  to  health  coverage  for  maternal  and 
child  populations.  These  include: 

■  Coverage  of  non-Medi-Cal  eligible  children  up  to  200  percent  of  the  FPL  through 
the  CHOP  program;  and 

■  Through  the  Access  for  Infants  and  Mothers  (AIM)  program,  coverage  for  pregnant 
women  and  children  under  age  two  in  families  with  incomes  up  to  250  percent  of 
the  FPL. 


2.       Streamlining  the  Medicaid  Eligibility  Process 

Recognizing  that  the  Medicaid  eligibility  process  is  itself  often  a  barrier  to  care,  California  has 
adopted  several  strategies  to  streamline  the  application  process.  These  strategies  are  described 
below. 

■  Outstationing  eligibility  workers.  California  has  outstationed  eligibility  workers  at 
prenatal  clinic  sites  before  it  was  mandated  by  Congress  and,  thus,  throughout  the 
study  period.  Applications  are  taken  at  local  health  departments  as  well  as  hospitals 
that  serve  a  disproportionate  share  of  Medicaid  clients  and  Federally  Qualified 
Health  Centers,  as  required  by  the  Omnibus  Budget  Reconciliation  Act  of  1990 
(OBRA-90).  By  mid- 1993,  California  had  placed  county  eligibility  workers  in  more 
than  200  provider  sites  across  the  state  to  facilitate  applications  by  pregnant  women 
and  children. 

■  Expediting  eligibility.  To  speed  eligibility  determinations  for  pregnant  women  and, 
thereby,  promote  receipt  of  early  prenatal  care,  California  classifies  pregnancy  as  a 
"medical  emergency."  Applications  of  this  status  are  typically  processed  within  ten 
days,  rather  than  the  45  days  typical  of  applications  filed  under  normal 
circumstances. 
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Table  1-4. 

SELECTED  MEDICAID  INCOME  ELIGIBILm'  THRESHOLDS, 
CALIFORNIA,  JULY  1989  AND  1992. 


Eligibility  Category 

1989 

1992 

Annualized 

Income 
Eligibility 
Threshold 

rercent  of 
Federal 
Poverty 
Levelt 

Annualized 

Income 
Eligibility 
Threshold 

Percent  of 
Federal 
Poverty 
Levelt 

AFDC 

$8,328* 

82.8% 

$7,956* 

68.8% 

Medically  Needy 

$10,704** 

106.4% 

$11,208** 

96.9% 

Poverty-Related  Groups 

Pregnant  Women  and  Infants 

$18,611 

185% 

$21,405 

185% 

Children  up  to  6  years 

n/a 

n/a 

$15,388 

133% 

Children  6-9  years 

n/a 

n/a 

$11,570 

100% 

t  The  1989  federal  poverty  level  for  a  family  of  three  was  510,060. 
t  The  1992  federal  poverty  level  for  a  family  of  three  was  511,570. 
*  This  figure  represents  the  state's  Payment  Standard  for  a  family  of  three. 

**  This  figure  represents  the  state's  Medically  Needy  Protected  Income  Level  for  a  family  of  three, 
n/a = not  applicable. 

Sources;  National  Governors'  Association,  MCH  Update,  July  1989,  July  1992;  Hill,  1.  The  Medicaid  Expansions  for 
Pregnant  Women  and  Children:  A  State  Program  Characteristics  Information  Database,  Health  Systems  Research,  Inc., 
1992. 


■  Shortening  the  application  form.  Midway  through  the  evaluation  study  period,  in 
November  1991,  California  began  using  a  shortened  Medi-Cal  application  form  for 
the  general  applicant  pool.  More  recently,  the  state  adopted  a  shorter  six-page 
application  to  be  implemented  statewide  by  November  1993.^ 

■  Facilitating  coverage  of  newborns.  Because  infants  bom  to  Medi-Cal-eligible 
women  often  need  care  before  they  have  been  formally  enrolled  in  the  system, 
California  allows  providers  to  bill  for  infant  care  services  on  the  mother's  Medi-Cal 
case  number.  This  policy  is  valid  for  the  month  of  the  birth  as  well  as  for  the 
following  month. 

■  Automating  eligibility  systems.  At  the  time  of  the  site  visit  and,  thus,  outside  the 
timeframe  of  the  study  period,  California  was  phasing  in  an  automated  eligibility 
system  for  a  variety  of  assistance  programs,  including  Medi-Cal,  AFDC,  and  Food 
Stamps  (implementation  will  be  complete  by  1997).  In  addition,  a  plastic 


The  appUcation  for  coverage  of  children  under  the  state-funded  portion  of  the  CHDP  program  is  only 
one  page. 
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identification  card  which  will  simplify  eligibility  verification  by  providers  is  planned 
to  be  in  use  sutewide  by  July  1994. 

■        Adopting  presumptive  eligibility.  Although  not  in  effect  during  the  study  period,  as 
of  October  1,  1993,  the  state  began  allowing  selected  qualified  providers  to  grant 
immediate,  temporary  Medicaid  coverage  to  pregnant  women  while  a  formal 
eligibility  determination  is  being  made. 


3.        Enhancing  Services  for  Pregnant  Women 

Beginning  in  the  late  1980s,  the  major  thrust  of  California's  efforts  to  improve  maternal  and  child 
health  has  been  the  development  of  an  enhanced  benefit  package  for  pregnant  women  on  Medi-Cal. 
In  1987,  the  state  implemented  the  Comprehensive  Perinatal  Services  Program  (CPSP),  modeled 
after  the  HCFA  demonstration  "OB-Access"  project  which  showed  major  reductions  in 
low-birthweight  infants  when  comprehensive  services  were  provided  to  pregnant  women.  The 
CPSP  benefit  package,  designed  to  improve  both  the  content  and  quality  of  perinatal  services, 
includes  a  variety  of  support  services  in  addition  to  traditional  medical  obstetrical  care.  These 
services  include  care  coordination,  health  education,  nutritional  services,  psychosocial  services  and, 
since  1991,  home  visiting.  Six  years  after  its  inception,  the  CPSP  program  remains  a  vital  part  of 
the  state's  efforts  to  improve  maternal  and  child  health. 


4.        Improving  Provider  Panicipation 

To  improve  the  ability  of  the  Medi-Cal  program  to  serve  pregnant  women  and  children,  California 
has  adopted  several  initiatives  to  address  administrative  difficulties  known  to  discourage 
obstetricians'  participation.  These  include: 

■        Establishing  toll-free  telephone  hnes  to  answer  physicians'  questions  regarding 
obstetrical  claims  and  to  confirm  patient  eligibility  stams; 


Having  representatives  of  Medi-Cal's  fiscal  agent  visit  providers  with  high  error 
rates  in  order  to  train  billing  personnel  in  filing  Medi-Cal  claims;  and 

Facilitating  reimbursement  of  obstetrical  providers  by  establishing  a  special  mailing 
address  for  obstetrical  claims  and  using  specially-trained  staff  to  process  these 
claims. 


D.       State  Agencv  Roles  in  CHDP 

The  Department  of  Health  and  Welfare  (DHW)  serves  as  California's  umbrella  agency  for  health 
and  social  services  in  the  State.  The  four  major  departments  under  DHW  are:  the  Department  of 
Social  Services,  the  Department  of  Developmental  Services,  the  Department  of  Mental  Health,  and 
the  Department  of  Health  Services.  Two  of  these,  the  Departments  of  Health  Services  and  Social 
Services,  have  important  CHDP  program  responsibilities. 
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The  relevant  programs  in  the  Department  of  Health  Services  (DHS)  are  the  CHOP  Branch  and 
Medical  Care  Services  Program.  Each  of  these  is  described  below: 

■  The  CHDP  Branch  is  located  within  Children's  Medical  Services  (CMS)  in  DHS's 
Primary  Care  and  Family  Health  division.  CMS  was  formed  m  April  1992  when 
CHDP  was  integrated  at  the  state  level  with  California  Children's  Services  (CCS), 
the  program  for  children  with  special  health  care  needs  (see  Figure  I-l).  This 
reorganization  was  aimed  at  better  coordinating  primary  and  specialty  services.  The 
major  responsibilities  of  the  CHDP  Branch  within  DHS  include  developing  program 
policy  and  reimbursing  providers  for  CHDP  services.  Daily  administration  of  the 
program,  however,  is  conducted  by  local  CHDP  units  in  each  county.  Although 
these  local  units  may  be  located  in  either  the  health  department  or  social  services 
agency,  most  counties  base  their  CHDP  units  in  the  health  department.  These  local 
programs  are  responsible  for  a  variety  of  functions  related  to  day-to-day  operations, 
including  conducting  outreach  and  education,  tracking  children  to  ensure  receipt  of 
services,  recruiting  and  monitoring  providers,  and  implementing  state  and  federal 
regulations. 

■  At  the  same  level  as  the  Primary  Care  and  Family  Health  Division  in  DHS  is  the 
Medical  Care  Services  Program  which  oversees  Medi-Cal.  As  the  administrator  of 
Medi-Cal,  the  Medical  Care  Services  Program  establishes  policy,  enrolls  providers, 
processes  claims,  and  reports  data  as  required  to  meet  federal  reporting  rules  for  the 
Medicaid  and  CHDP  programs.  Specifically  related  to  CHDP,  this  division 
oversees  the  delivery  of  diagnostic  and  treatment  services  for  Medi-Cal-eligible 
children. 

In  addition  to  DHS,  the  Department  of  Social  Services  (DSS)  also  has  important  CHDP 
responsibilities.  DSS  administers  a  range  of  welfare  programs  including  AFDC  and  Food  Stamps. 
In  addition,  the  Department  is  responsible  for  administering  the  Medi-Cal  eligibility  process.  In 
determining  which  individuals  are  eligible  for  Medi-Cal,  DSS  also  identifies  children  who  are 
eligible  for  CHDP.  Under  interagency  agreements  between  local  county  health  and  social  services 
departments,  DSS  eligibility  workers  are  required  to  inform  families  with  children  about  the 
benefits  of  the  CHDP  program  when  they  are  assisting  them  with  the  Medi-Cal  application  and 
offer  them  the  opportunity  to  participate.  When  families  indicate  an  interest  in  receiving  services  or 
further  information,  DSS  workers  notify  the  local  CHDP  program. 


E.       State-Local  Governance 

The  State  of  California  is  divided  into  58  counties  and  the  city  of  Berkeley,  all  of  which  are  locally 
governed.  Each  of  these  jurisdictions,  as  well  as  the  cities  of  Los  Angeles  and  Long  Beach,  have 
independent  local  health  departments.  Similarly,  social  services  offices  are  locally  governed.  As 
local  public  health  departments  and  DSS  offices  function  autonomously  from  state  government,  the 
state  Departments  of  Health  Services  and  Social  Services  have  no  direct  line  authority  over  county 
operations. 
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Figure  I-l. 

ORGANIZATIONAL  RELATIONSHIPS  OF  CALIFORNIA 
AGENCIES  WITH  RESPONSIBILITY  FOR  CHDP. 
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The  state  Department  of  Health  Services  has,  however,  established  two  important  mechanisms  for 
overseeing  local  program  operations  and  obtaining  local  input.  Specifically: 

■  Public  health  systems  are  divided  into  four  regions,  each  of  which  elect 
representatives.  The  representatives,  which  together  comprise  an  Executive 
Committee,  meet  quarterly  with  state  officials.  Thus,  the  Executive  Committee 
provides  an  important  vehicle  for  facilitating  state-local  collaboration  and  for 
channeling  local-level  input  to  state  program  officials. 

■  Before  receiving  state  and  federal  monies  to  support  service  delivery,  counties  must 
annually  submit  program  and  budget  plans  for  review  and  approval  by  the  state. 
For  the  first  time  since  the  integration  of  CHDP  and  CCS  programs  under 
Children's  Medical  Services,  local  CHDP  and  CCS  programs  are  being  asked  to 
submit  joint  plans  for  fiscal  year  1994-95. 


III.      EPSDT  Program  Components  and  State  Responses  to  OBRA-89 

The  design  of  EPSDT  programs  is  by  nature  complex.  This  is  due  to  several  factors.  First, 
programs  are  commonly  administered  by  more  than  one  agency.  Second,  services  are  usually 
rendered  by  both  public  and  private  providers.  The  significant  degree  of  flexibility  given  to  states 
in  designing  their  programs,  furthermore,  has  resulted  in  considerable  variation  across  states' 
EPSDT  programs.  In  California,  the  CHDP  program  has  another  interesting  facet,  the  inclusion  of 
children  funded  entirely  by  state  monies  in  addition  to  those  on  Medi-Cal. 

This  section  aims  to  provide  a  broad  understanding  of  California's  CHDP  program,  as  well  as  the 
impact  that  OBRA-89  has  had  on  program  policies.  Six  major  program  components  are  discussed, 
including: 

■  Informing  and  outreach;  , 

■  Provider  participation; 

■  The  EPSDT  screen; 

■  Diagnostic  and  treatment  services; 

■  Special  initiatives  to  enhance  service  delivery  and  integration;  and 

■  Data  reporting  on  the  HCFA-416. 

A.       Informing  and  Outreach 

Under  federal  law,  families  must  be  informed  about  the  EPSDT  program  and  its  benefits  as  they 
become  eligible  for  Medicaid.  Although  all  states  must  meet  this  requirement,  they  have  a  great 
deal  of  latitude  in  selecting  the  means  by  which  to  inform  families  about  EPSDT.  In  California,  as 
local  health  and  social  service  agencies  are  county  governed,  outreach  procedures  vary  somewhat  by 
coimty.  However,  the  same  general  process,  described  in  the  following  discussion,  is  followed 
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across  the  state.  This  process  was  m  place  prior  to  1989  and  in  effect  throughout  the  evaluation 
period. 


1.       The  Informing  and  Outreach  Process 

As  indicated  previously,  administration  of  CHDP  programs  occurs  at  the  local  level.  In  each 
county,  local  health  and  social  service  departments  develop  interagency  agreements  for  carrying  out 
CHDP  program  functions.  These  agreements  outline  the  general  division  of  responsibility  across 
the  two  agencies,  as  described  below. 

Local  social  service  agencies  are  responsible  for  informing  families  about  the  CHDP  program. 
Informing  occurs  when  families  are  applying  for  AFDC  cash  assistance  or  for  Medi-Cal-only 
coverage.  Toward  the  end  of  the  eligibility  intake  interview,  which  typically  takes  between  one  and 
two  hours,  the  eligibility  worker  provides  a  CHDP  brochure  and  also  verbally  explains  the 
importance  of  preventive  care  available  through  the  program.  Specifically,  the  need  for  prompt 
diagnosis  and  treatment  of  suspected  disabilities  and  the  availability  of  health  assessments,  dental 
services,  and  other  benefits  of  the  CHDP  program  are  discussed.  A  small  sample  of  eligibility 
workers  reported  spending  between  three  and  ten  minutes  on  this  portion  of  the  interview.  During 
this  discussion,  the  eligibility  worker  asks  a  series  of  questions  to  determine  whether  the  family 
wants  more  information  about  CHDP  program  services,  is  interested  in  receiving  medical  and/or 
dental  services,  or  needs  assistance  with  scheduling  appointments  or  arranging  for  transportation  to 
provider  sites.  If  the  family  answers  yes  to  any  of  these  questions,  then  the  eligibility  worker 
completes  a  CHDP  referral  form  which  is  forwarded  to  the  local  CHDP  unit.*  In  some  counties 
with  computerized  eligibility  systems,  the  referral  is  made  electronically. 

When  a  family  is  referred  to  the  local  CHDP  unit,  outreach  and  follow-up  activities  are  initiated. 
Families  are  typically  contacted  by  CHDP  through  a  letter  or  phone  call.  In  a  small  number  of 
counties,  contact  is  made  via  a  home  visit.  Letters  include  basic  information  about  CHDP,  a  list  of 
providers  in  the  area  with  addresses  and  phone  numbers,  and  the  phone  number  of  the  local 
program  unit.  Phone  calls  and  home  visits,  which  are  typically  conducted  by  public  health  nurses 
or  community  health  workers,  present  the  opportunity  for  more  extensive  and  personalized 
information  to  be  shared.  In  addition  to  providing  information  about  CHDP,  the  outreach  worker 
can  inquire  about  the  child's  immunization  status  and  other  health  needs  and  also  help  the  family 
find  a  provider,  schedule  appointments,  and  arrange  transportation.  Because  families  who  do  not 
express  an  interest  in  CHDP  during  the  eligibility  interview  with  DSS  are  not  referred  to  CHDP, 
they  do  not  receive  any  of  the  informing  and  outreach  services  provided  by  local  CHDP  staff. 

In  addition  to  providing  intensive  informing  services  for  families  with  newly-eligible  children, 
CHDP  program  staff  also  monitor  that  children  receive  needed  services.  To  assist  local  programs 
in  this  task,  two  activities  are  performed: 

■  First,  the  state  provides  mailing  labels  to  the  local  units  for  children  due  a  screening 
examination  (specifically,  for  children  for  whom  neither  a  CHDP  screen  claim  nor  a 
Medi-Cal  preventive  visit  claim  have  been  filed).  However,  labels  are  not 


Even  if  a  family  declines  CHDP  services  at  this  time,  they  are  not  precluded  from  receiving  CHDP 
services. 
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generated  for  children  of  all  ages-only  for  those  under  age  three.'  Using  these 
labels,  local  programs  send  postcards  alerting  families  that  it  is  time  for  their  child 
to  receive  a  well-child  exam. 

■        Second,  providers  routinely  send  information  to  local  CHDP  programs  on  children 
who  have  been  screened  and  referred  for  further  diagnosis  and  treatment  services, 
as  described  below: 

For  all  children  screened  under  CHDP,  a  copy  of  the  screenmg/claim  form 
used  by  providers  when  conducting  a  CHDP  exam  (known  as  the  PM-160) 
is  routinely  sent  to  the  local  CHDP  unit.  CHDP  staff  review  the  forms  to 
see  if  a  referral  has  been  made  that  warrants  follow-up  by  a  public  health 
nurse.  When  a  claim  form  has  not  been  received  for  a  child  due  for  a 
screen,  staff  are  alerted  that  contact  should  be  made. 

When  a  screening  provider  refers  a  patient  to  another  source  of  care,  the 
provider  must  note  the  referral  on  the  PM-160  and  complete  a  "Confidential 
Referral/Follow-up  Report"  (PM-161)  or  alternate  referral  form  approved 
by  the  local  program.  A  copy  of  the  referral  form  is  forwarded  to  the  local 
CHDP  unit.  When  this  form  is  received,  CHDP  staff  contact  the  family  to 
offer  assistance  with  scheduling  an  appointment  or  arranging  transportation. 
Staff  also  follow  up  to  confirm  that  care  was  received. 


2.        Efforts  to  Enhance  the  Informing  and  Outreach  Process 

Under  the  existing  system,  many  families  with  eligible  children  are  not  contacted  by  CHDP,  either 
because  they  to  not  go  through  the  welfare-based  eligibility  process  (e.g.,  the  state-funded  group), 
or  because  they  fail  to  express  an  interest  in  receiving  information  or  assistance  during  the 
eligibility  interview.  To  compensate  for  this  weakness  in  the  system,  as  well  as  to  bolster  the 
effectiveness  of  contacts  that  are  made,  local  CHDP  programs  perform  a  variety  of  additional 
activities  to  reach  eligible  children.  These  include: 

■  Community  involvement.  Local  programs  conduct  a  range  of  activities  to  increase 
community  awareness  of  CHDP.  For  example,  local  CHDP  staff  participate  in 
health  fairs  and  act  as  liaisons  with  local  Head  Start  programs  and  schools.  As 
well,  a  variety  of  community  organizations,  including  churches,  schools,  and 
homeless  shelters,  help  to  publicize  the  CHDP  program. 

■  Multi-lingual  outreach  materials.  Due  to  the  large  portion  of  immigrant  and 
non-English  speaking  persons  in  California,  county  staff  have  focused  significant 
attention  on  developing  culturally-appropriate  health  education  materials.  Posters 
and  brochures  about  the  CHDP  program  are  currently  published  in  at  least  15 
languages. 


According  lo  state  officials,  because  the  periodicity  schedule  calls  for  less  frequent  screens  as  children 
get  older,  generating  labels  for  all  children  (e.g.,  adolescents)  would  involve  cross-referencing  claims 
and  eligibihty  files  for  multiple  years.  Furthermore,  as  children  get  older,  there  is  a  higher  likeUhood 
that  the  child  will  lose  ehgibUity  in  the  time  between  scheduled  screens. 
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■        Outreach  to  pregnant  women.  To  promote  receipt  of  well-child  care  at  the  earliest 
ages,  the  CHDP  program  expanded  its  reach  to  pregnant  women  in  1989  with  the 
creation  of  the  Prenatal  Care  Guidance  (PCG)  program.  Just  as  eligibility  workers 
refer  children  to  the  local  CHDP  unit  for  follow-up,  so  do  they  refer  pregnant 
women.  Under  PCG,  which  is  supported  with  Medicaid  matching  funds,  CHDP 
staff  contact  women  to  inform  them  about  the  importance  of  prenatal  care,  link  them 
with  prenatal  providers  and,  when  they  give  birth,  inform  them  of  the  availability  of 
CHDP  services  for  their  infants.  Special  brochures  and  public  service 
aimouncements  have  been  developed  to  publicize  the  program  and  its  message. 


B.       Provider  Participation 

The  OBRA-89  legislation,  specifically  the  law's  "equal  access"  provision,  intended  to  focus  states' 
attention  on  ensuring  adequate  availability  of  Medicaid  providers.  According  to  this  provision, 
states  must  demonstrate  each  year  to  HCFA  that  the  fees  they  pay  to  obstetric  and  pediatric 
providers  are  sufficient  to  enroll  enough  providers  so  that  Medicaid  enroUees  have  access  to 
services  to  at  least  the  same  extent  as  the  general  population. 

According  to  data  presented  in  California's  1993  "equal  access"  plan  amendment,  67  percent  of 
pediatricians  and  family  practitioners  in  the  state  are  Medi-Cal  participants.  Therefore,  the  state  has 
demonstrated  that  equal  access  exists  according  to  HCFA's  definition  (50  percent  participation). 
This  plan  amendment  was  approved  by  HCFA  in  April  1993. 

Through  the  equal  access  amendment,  OBRA-89  broadly  addressed  the  issue  of  physician 
participation  in  Medicaid.  However,  the  law  did  not  directly  address  participation  in  EPSDT.  The 
following  discussion  focuses  on  this  imponant  issue  with  respect  to  California's  CHDP  program. 


1.        Physician  Participation  in  EPSDT 

During  the  state's  fiscal  year  1991-92  (California's  fiscal  years  run  from  July  1  to  June  30),  there 
were  approximately  4,500  actively  enrolled  CHDP  providers  (Department  of  Health  Services, 
1993).*  Both  private  and  public  providers,  including  private  physicians,  schools,  clinics,  and 
managed  care  organizations,  panicipate  in  CHDP.  The  large  majority  of  the  providers- 
approximately  80  percent-are  private  sector-based,  mostly  physicians  in  group  or  solo  practice. 

Although  private  physicians  make  up  80  percent  of  CHDP  providers,  they  perform  only  about  50 
percent  of  all  CHDP  examinations.  County  health  departments,  schools,  and  community  clinics  are 
among  the  public-sector  providers  that  perform  the  other  half  of  screening  exams. 


"Active"  providers  are  defined  as  those  who  are  enrolled  and  billing  at  least  one  claim  during  the  year. 
Approximately  500  additional  providers  were  enrolled  but  did  not  meet  the  defmiiion  of  "active." 
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In  California,  CHDP  services  must  be  performed  by,  or  under  the  supervision  of,  a  physician 
licensed  to  practice  in  the  state.  Nurse  practitioners  and  physicians'  assistants  under  the  supervision 
of  physicians  may  also  perform  CHDP  services  and  bill  the  same  rate  as  their  physician  employer.' 
Physicians,  groups,  clinics,  or  organizations  wishing  to  enroll  as  CHDP  providers  must  apply  to 
CHDP  units  in  each  county  in  which  they  intend  to  provide  services,  rather  than  to  the  state  CHDP 
Branch.  As  part  of  the  certification  process,  local  program  staff  visit  the  provider's  office  to  ensure 
that  their  facilities  and  equipment  meet  CHDP  standards  and  to  review  with  them  the  requirements 
of  the  CHDP  examination.  When  the  local  program  enrolls  a  new  provider,  the  state  CHDP 
Branch  is  notified  so  that  the  CHDP  provider  file  can  be  updated.  The  state  then  sends  a  notice  to 
the  new  provider  confirming  their  enrollment  in  the  CHDP  program. 

In  the  late  1970s,  California  established  two  categories  within  which  providers  can  participate  in 
CHDP.  These  categories,  which  are  still  used  today,  are  "Comprehensive  Care"  and  "Health 
Assessment-Only"  providers,  described  below: 

■  "Comprehensive  Care"  Providers.  These  providers  must  have  the  capacity  to 
render  all  required  screening  services,  as  well  as  a  significant  range  of  diagnostic 
and  treatment  services  often  required  by  ill  children.  In  addition,  these  providers 
must  be  available  to  the  patient  for  all  ongoing  medical  care.  Because  they  are 
responsible  for  providing  a  full  scope  of  primary  care  services,  comprehensive  care 
providers  must  also  be  enrolled  with  the  Medi-Cal  program. 

■  "Health  Assessment-Only"  Providers.  These  providers  must  be  able  to  render  all 
required  screening  services,  including  immunizations.  However,  it  is  understood 
that  they  will  typically  need  to  refer  patients  to  other  providers  for  most  diagnostic 
and  treatment  services. 

California's  reimbursement  rates  for  CHDP  exams  vary  according  to  provider  type  and  the  age  of 
the  child.  Fee  schedules  for  Health  Assessment-Only  and  Comprehensive  Care  providers,  which 
apply  to  both  1989  and  1992,  are  indicated  in  Table  1-5.  Comparable  well-child  exams  billed 
through  the  regular  Medi-Cal  program,  rather  than  through  CHDP  by  certified  providers,  are  also 
presented  in  Table  1-5.  As  illustrated  below,  overall  the  CHDP  rates  were  simUar  to  those  paid  by 
Medi-Cal  for  a  comparable  exam. 


Unlike  many  other  states,  California  does  not  permit  registered  nurses  to  provide  EPSDT  screening 
services.  These  providers  were  included  in  the  program  up  until  the  early  1980s  in  areas  with  a 
shortage  of  medical  providers:  however,  as  opportunities  for  registered  nurses  to  become  trained  as 
nurse  practitioners  were  developed,  the  state  phased  out  its  policy  of  allowing  registered  nurses  to 
provide  CHDP  screens. 
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Table  1-5. 

REIMBURSEMENT  RATES  FOR  CHDP  SCREENING  EXAMINATIONS  AND 
COMPARABLE  MEDI-CAL  WELL-CHILD  EXAMS, 
BY  CHILD'S  AGE,  EFFECTIVE  1989-1992. 

New  Patient  or 
Extended  Visit 

Routine  Visit 

Child's  Age 
Category 

COMPRE-  j  HEALTH 
HENSrVE  1  ASSESS- 
CARE         j  MENT 

j  ONLY 

1 

MEDI-CAL 
PREVEN- 
TIVE EXAM 

 1  

COMPRE-         j  HEALTH 
HENSIVE          1  ASSESS- 
CARE           j  MENT 
j  ONLY 

MEDI-CAL 
PREVEN- 
TTVE  EXAM 

Adolescent 
(ages  12-20) 

I 

$49.51    I  $43.32 
1 

 \  

$48.00* 

$39.60     1  $37.13 
 1  

$40.00* 

Late  childhood 
(ages  5-11) 

$43.32    I  $37.13 

 i  

$40.00 

$33.43     1  $30.95 
1 

 1  

$32.00 

Early  childhood 
(ages  M) 

$40.84    1  $34.65 
 \  

$32.00 

$30.95     1  $28.46 
1 

 \  

$24.00 

Infant 

(birth- 11  months) 

$38.37    1  $32.18 
1 
1 
1 

$24.00 

$28.46     1  $25.99 
1 
1 
1 

$20.00 

*  Unlike  CHDP  which  pays  for  exams  through  age  20.  Medi-Cal  reimburses  for  preveniive  exams  for  persons  only 
through  age  17. 

Source:  CaUfomia  Department  of  Health  and  Welfare,  1993,  1994. 


The  fees  reported  above  are  reimbursed  when  a  history  and  physical  exam  are  provided.  Additional 
supplemental  payments  (the  same  for  both  the  Health  Assessment-Only  and  Comprehensive  Care 
providers),  are  available  for  the  following  services: 

■  Vision  acuity  testing  ($4.00  for  children  ages  three  through  six  and  $2.02  for 
children  seven  years  and  above); 

■  Audiometric  hearing  testing  ($9.21); 

■  Certain  laboratory  tests  ($22.45  will  be  reimbursed  for  a  blood  lead  level,  for 
example); 

■  Immunizations  (price  determined  by  market  cost,  in  addition  to  a  $4.52 
administrative  fee;  when  the  vaccine  is  supplied  at  no  cost  to  the  provider  through 
the  Immunization  Assistance  Program,  only  the  administrative  fee  will  be  paid);  and 

■  The  Denver  Developmental  Exam.'" 


Providers  may  receive  reimbursement  for  the  Denver  when  this  service  is  determined  to  be  necessary, 
although  it  is  not  a  required  component  of  the  CHDP  exam.  Because  the  Denver  is  not  on  the  CHDP 
fee  schedule,  providers  charge  CHDP  their  usual  rate  for  this  service. 
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According 
physicians. 


to  reports  by  interviewees,  the  CHDP  program  generally  enjoys  widespread  support  by 
Several  features  of  the  CHDP  program  make  it  attractive  to  providers,  including: 


The  CHDP  screening  fees  are  generally  believed  by  providers  to  be  competitive  and 
much  more  reasonable  than  Medi-Cal  fees. 


■  CHDP  has  a  system  for  processing  claims  that  is  separate  from  that  used  to  pay 
Medi-Cal  claims.  Providers  report  that  the  CHDP  system  is,  by  comparison,  much 
more  user-friendly  than  the  Medi-Cal  system  and  routinely  processes  claims  in  half 
the  time  as  Medi-Cal. 

■  Local  CHDP  program  staff  assist  providers  in  keeping  abreast  of  and  meeting 
program  regulations  and  also  help  to  facilitate  provider  reimbursement.  For 
instance,  to  avoid  delays  in  payment,  the  Sacramento  County  CHDP  program 
reviews  claims  for  errors  before  they  are  forwarded  to  the  state  for  payment. 

While  provider  perceptions  of  the  CHDP  program  are  positive,  those  of  the  Medi-Cal  program  are 
generally  negative.  The  implications  of  this  situation  for  children's  access  to  a  comprehensive 
range  of  services  will  be  discussed  later. 


2.       Provision  of  Well-Child  Care  Outside  the  EPSDT  System 

Although  physician  participation  in  CHDP  appears  to  be  widespread,  some  pediatricians  and  other 
providers  who  serve  children  choose  not  to  participate  in  the  program.  Nonetheless,  they  may 
continue  to  deliver  Medi-Cal-fmanced  preventive  care  services  to  low-income  children.  The 
phenomenon  whereby  physicians  who  are  not  formally  enrolled  in  EPSDT  programs  render 
preventive  services  to  EPSDT-eligible  children  has  been  labeled  by  the  Children's  Defense  Fund  as 
the  "shadow"  EPSDT  program. 

Policymakers  have  several  general  concerns  about  the  delivery  of  well-child  services  outside  the 
EPSDT  system.  First,  in  contrast  to  exams  which  are  rendered  in  accordance  with  EPSDT 
standards,  the  content  of  care  provided  through  "shadow"  programs  is  unclear.  Second,  data  are 
not  consistently  generated  on  these  visits  to  indicate  whether  and  how  often  children  are  receiving 
well-chUd  services. 

The  extent  to  which  "shadow"  programs  exist  varies  from  state  to  state.  In  California,  there 
appears  to  be  little  concern  among  state  and  local  CHDP  officials  about  the  existence  of  a  "shadow" 
program.  Although  policy  permits  non-CHDP  providers  to  be  reimbursed  for  preventive  visits 
through  the  Medi-Cal  program,  because  providers  generally  perceive  CHDP  fees  as  satisfactory  and 
the  program's  administrative  requirements  as  simple,  providers  who  deliver  well-child  care  are 
typically  enrolled.  In  fact,  providers  interviewed  during  the  site  visit  indicated  that  CHDP's 
relatively  generous  rates  were  the  main  reason  they  participated  in  Medi-Cal  at  all.  However,  the 
differential  between  the  fee  paid  for  a  CHDP  exam  and  a  Medi-Cal  preventive  visit  has  decreased  in 
the  years,  thereby  reducing  the  magnitude  of  this  incentive.  Once  a  provider  has  enrolled  in 
CHDP,  all  well-child  care  services  must  be  billed  through  the  CHDP  system  rather  than  through 
Medi-Cal. 

Data  provided  by  Medi-Cal  officials  indicate,  however,  that  a  considerable  number  of  Medi-Cal- 
eligible  children,  while  still  a  small  portion  of  the  total,  receive  preventive  services  outside  the 
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CHDP  system.  A  comparison  of  the  number  of  immunizations  provided  to  Medi-Cal-eligible 
children  by  CHDP  providers  and  non-CHDP  Medi-Cal  providers  indicates  that  90  percent  were 
delivered  through  the  CHDP  system.  The  remaining  10  percent,  representing  400,000  vaccine 
doses,  were  delivered  by  Medi-Cal  providers." 

Another  important  point  to  consider  when  evaluating  the  extent  to  which  a  shadow  program  exists 
in  California  is  that  CHDP  is  not  a  gatekeeper  to  services.  That  is,  Medi-Cal-eligible  children  do 
not  need  a  referral  from  a  CHDP  screening  provider  in  order  to  receive  medical  or  dental  services. 
State  officials  report,  for  example,  that  roughly  30  percent  of  children  on  Medi-Cal  see  a  dentist 
before  they  see  a  CHDP  provider;  therefore,  these  dental  visits,  whether  for  preventive  or  treatment 
services,  are  not  resulting  from  a  CHDP  provider  referral.  In  fact,  dentists  in  many  cases  refer 
their  patients  for  a  CHDP  exam. 


C.       The  EPSDT  Screen 

The  intent  of  the  EPSDT  program  is  to  provide  comprehensive  well-child  exams,  referred  to  as 
"screens,"  at  age-appropriate  intervals  throughout  development.  By  providing  children  with 
periodic  screening  examinations,  the  EPSDT  program  is  designed  to  detect  problems  early  and, 
therefore,  avoid  preventable  illnesses. 

The  content  of  a  comprehensive  EPSDT  screen  is  defined  in  Medicaid  law.^  According  to  these 
requirements,  a  screening  examination  must  include  the  following  components: 

■  A  comprehensive  health  and  developmental  history  (including  evaluation  of  both 
physical  and  mental  health  development); 

■  A  comprehensive  unclothed  physical  exam; 

■  Immunizations  appropriate  to  age  and  health  history; 

■  Laboratory  tests,  including  (since  OBRA-89)  blood  lead  level  assessment 
appropriate  to  age  and  risk; 

■  Health  education,  including  anticipatory  guidance; 

■  Vision  services,  including  eyeglasses; 

■  Dental  services,  including  both  preventive  and  restorative  services;  and 

■  Hearing  services,  including  hearing  aids. 


While  the  most  accurate  measure  of  the  size  of  a  "shadow"  program  would  be  a  comparison  of  the 
number  of  Medi-Cal  preventive  visit  claims  with  those  for  a  CHDP  screen,  immunizations  are  a  close, 
and  commonly  used,  proxy  for  preventive  services. 

Social  Security  Act,  42  U.S.C.  §  1396d(r)  (Supp  V  1993). 
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The  OBRA-89  legislation  included  several  provisions  related  to  the  EPSDT  screen.  These 
provisions  relate  to  who  may  provide  screens,  the  content  of  the  screening  examination,  and  the 
frequency  with  which  screens  are  provided.  These  provisions,  as  well  as  California's  responses  to 
them,  are  described  below. 


1.        Partial  Screens  and  Partial  Screening  Providers 

OBRA-89  prohibited  slates  from  limiting  the  pool  of  EPSDT  providers  only  to  those  who  can 
deliver  the  entire  range  of  screening  services.  This  policy,  intended  to  increase  the  number  and 
types  of  EPSDT  screening  providers,  thus  implies  that  states  are  required  to  allow  "partial  screening 
providers,"  those  who  can  deliver  one  or  a  few  of  the  EPSDT  screen  components,  to  participate  in 
the  program.  Similarly,  it  indicates  that  providers  may  bill  for  discrete  portions  of  the  screen  as 
opposed  to  only  billing  for  the  comprehensive  exam. 

Nationally,  this  provision  has  generated  a  significant  amount  of  controversy.  On  the  one  hand,  the 
intent  of  the  provision  to  broaden  the  base  of  screening  providers  is  positive.  However,  allowing 
providers  to  deliver  just  a  portion  of  the  screening  examination  is  believed  by  many  program 
officials  and  analysts  to  significantly  increase  the  likelihood  that  care  will  be  fragmented  and  work 
against  state  efforts  to  provide  all  children  with  a  medical  home.  HCFA  officials  have  publicly 
expressed  these  concerns,  as  well.  In  fact,  in  October  1993  HCFA  issued  a  Notice  of  Proposed 
Rule  Making  that  would  authorize  states  to  require  that  one  provider  render  all  medical  components 
of  the  screening  exam  (everything  but  vision,  hearing,  and  dental  services)  (Federal  Register, 
1993). 

In  agreement  with  HCFA's  interpretation  of  the  law,  California  officials  have  long  been  reluctant  to 
break  up  the  core  medical  screen.  However,  California  does  recognize  "partial  screens"  and  has 
done  so  since  before  OBRA-89.  Providers  may  bill  the  CHDP  program  for  a  "partial  screen"  to 
claim  reimbursement  for  procedures  (e.g.,  vision  and  hearing  exams,  immunizations)  that  for  some 
reason  could  not  be  provided  during  a  prior  screening  examination.  (Providers  are  only  permitted 
to  bill  for  partial  screens  for  children  who  have  had  a  claim  submitted  for  a  prior  CHDP  exam.) 


2.        Lead  Screening  Policies 

OBRA-89  required  that  the  comprehensive  EPSDT  screen  include  blood  lead  level  testing, 
appropriate  to  age  and  risk,  as  well  as  health  education  regarding  lead  poisoning.  This  provision, 
in  turn,  raised  two  major  questions: 

■  At  what  age  and  how  often  should  children  be  screened  for  lead  exposure? 

■  What  laboratory  test  should  be  used  to  analyze  blood  samples  for  lead? 
California's  position  on  these  policies  is  described  below. 

Long  before  to  the  passage  of  OBRA-89,  California  was  actively  engaged  in  facilitating  and 
promoting  lead  screening.  Since  1983,  CHDP  has  reimbursed  providers  for  lead  testing  when 
medically  indicated.  Over  the  years,  the  Department  of  Health  Services  has  publicized  the  problem 
of  childhood  lead  poisoning  and  encouraged  pediatricians  to  screen  children.  The  state  has  also 


21 


Health  Systems  Research,  Inc. 


facilitated  the  development  of  an  extensive  network  of  laboratories  proficient  in  lead  testing, 
specifically  by: 

■  Requiring  laboratories  performing  blood  lead  analysis  to  participate  in  a  proficiency 
testing  program;  and, 

■  Beginning  in  1991,  enrolling  approved  laboratories  as  CHDP  providers  (laboratories 
have  the  option  of  either  directly  billing  CHDP  for  lead  tests  or  biUing  providers 
who,  in  turn,  obtain  reimbursement  from  the  CHDP  program). 

Despite  these  efforts,  chUd  advocates  did  not  believe  that  efforts  to  prevent  and  detect  lead 
poisoning  were  sufficiently  aggressive.  As  a  result  of  a  lawsuit,  the  CHDP  program  in  October 
1991  added  lead  screening  to  the  CHDP  lead  assessment  for  children  between  the  ages  of  six 
months  and  72  months.  This  policy,  which  is  in  accordance  with  recommendations  of  the  Centers 
for  Disease  Control  (CDC)  (which  HCFA  has  adopted),  is  still  in  place.  Specifically,  California 
requires  CHDP  providers  to  administer  a  questionnaire  regarding  lead  exposure  beginning  at  six 
months.  Children  identified  as  high  risk  by  the  questionnaire  are  to  have  an  initial  blood  lead  test 
at  six  months;  otherwise,  blood  lead  testing  should  begin  at  12  months.  The  frequency  at  which 
repeat  screening  is  recommended  is  dependent  upon  the  findings  of  this  initial  laboratory  test. 

The  second  issue,  regarding  which  laboratory  test  is  most  appropriate  for  lead  screening,  has  been 
particularly  controversial  since  1991.  At  that  time,  CDC  issued  a  recommendation  that  the 
commonly  used  erythrocyte  protoporphyrin  (EP)  lead  screening  test  be  replaced  with  a  blood  lead 
test.  This  recommendation  was  prompted  by  several  new  findings: 

■  First,  it  was  found  that  lead  exposure  can  harm  children  at  levels  much  lower  than 
previously  believed  (at  10  micrograms/deciliter  rather  than  25  micrograms/ 
deciliter). 

■  Second,  the  EP  test,  which  is  performed  on  a  capillary  (fingerstick)  blood  sample 
and  provides  an  indirect  measure  of  long-term  lead  exposure,  is  insufficiently 
sensitive  to  detect  lead  levels  below  25  micrograms/deciliter  and,  therefore,  misses 
a  large  portion  of  children  with  low  lead  level  poisoning. 

In  contrast  to  the  EP  test,  the  blood  lead  test  provides  a  direct  measure  of  lead 
content  in  the  bloodstream.  Either  capillary  blood  (drawn  through  the  fingerstick 
method)  or  venous  blood  (drawn  through  a  venipuncture  procedure)  can  be  used  for 
the  blood  lead  analysis.  Under  HCFA  policy  in  effect  at  the  time  of  the  site  visit, 
either  an  EP  or  blood  lead  test  may  be  used  for  initial  lead  screening  in  EPSDT. 

California  has  not  reimbursed  providers  for  the  EP  test  through  the  CHDP  program  since  1992.  As 
well,  the  State  requires  that  blood  lead  analyses  be  conducted  on  venous  blood  samples;  capillary 
samples  are  only  acceptable  when  it  is  impossible  to  obtain  a  venous  specimen.  In  1993,  California 
was  selected  by  the  Alliance  to  End  Childhood  Lead  Poisoning  as  one  of  three  states  with  model 
Medicaid  lead  testing  policies. 

When  a  child  is  identified  as  having  an  elevated  blood  level  (defined  as  a  venous  blood  sample  at  or 
above  20  micrograms/deciliter),  the  provider  is  responsible  for  referring  the  child  to  the  California 
Children's  Services  (CCS)  program  for  medical  case  management.  Chelation  therapy  is  a  benefit  of 
CCS  when  it  is  determined  to  be  medically  necessary.  As  well,  providers  are  required  to  refer  the 
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case  to  the  local  health  department  so  they  can  investigate  the  source  of  lead  exposure.  These  types 
of  LHD  activities  are  supported  by  fees  collected  from  the  petroleum  and  paint  industries;  these 
funds  are  not,  however,  supplemented  by  Medicaid  matching  dollars. 

3.  Periodicity  Schedules 

Periodicity  schedules  outline  recommended  ages  and  intervals  at  which  all  children  should  receive 
certain  well-child  services.  OBRA-89  required  states  to  develop  distinct  periodicity  schedules  for 
screening,  vision,  hearing,  and  dental  services. 

Prior  to  OBRA-89,  California's  periodicity  schedule  outlined  recommended  schedules  for  medical 
screening  examinations,  vision  testing,  and  hearing  testing  services,  but  not  dental  exams. 
Therefore,  in  response  to  this  legislation,  the  state  made  two  changes: 

■  A  periodicity  schedule  for  dental  services  was  developed;  and 

■  The  screening  schedule  was  revised  to  include  recommendations  for  lead  testing. 

Medi-Cal-eligible  families  have  the  option  of  electing  to  use  medical  services,  dental  services 
(which  are  provided  through  the  state's  "Denti-Cal"  program),  or  both.  As  indicated  earlier,  the 
CHDP  program  does  not  control  access  to  dental  services;  a  referral  from  a  CHOP  screening 
provider  is  not  necessary  in  order  for  a  child  to  receive  a  dental  exam. 

4.  Interperiodic  Screens 

OBRA-89  specified  that  states  must  cover  visits  which  are  medically  necessary  to  identify  and  treat 
health  problems  even  if  they  do  not  coincide  with  the  intervals  outlined  in  a  state's  periodicity 
schedule.  These  additional  visits  are  known  as  "interperiodic  screens." 

California  covers  interperiodic  screens  and  has  done  so  since  before  OBRA-89  was  passed. 
However,  policies  regarding  when  providers  will  be  reimbursed  for  interperiodic  screens  are 
restrictive.  In  order  to  be  reimbursed  for  services  provided  more  often  than  indicated  by  the 
periodicity  schedule,  providers  must  include  comments  on  the  claim  form  indicating  why  services 
were  necessary.  Only  those  services  determined  to  be  appropriate  by  state  reviewers  are 
reimbursed." 


D.       Diagnostic  and  Treatment  Services 

The  EPSDT  program  has  long  been  criticized  for  doing  a  poor  job  of  linking  screening 
examinations  with  recommended  diagnosis  and  treatment  services.  To  address  this  concern, 
OBRA-89  included  a  provision  regarding  coverage  of  diagnostic  and  treatment  services  for 
EPSDT-eligible  children.    Specifically,  the  law  required  states  to  provide  any  services  to  a  child 


The  provider  manual  gives  examples  of  situations  that  could  justify  an  extra  history  and  physical  exam 
before  the  next  regularly  scheduled  exam.  These  include:  significant  neonatal  problems  (e.g.  low 
birthweight,  respiratory  distress  syndrome);  immamre  or  inexperienced  mother  with  her  first  child  or 
signs  of  poor  mother-child  relationship;  and  child  not  showing  expected  growth  and/or  development. 
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that  are  potentially  covered  under  Medicaid  which  are  necessary  to  treat  a  condition  identified 
during  a  screen,  whether  or  not  the  service  is  included  in  the  state  plan. 

As  m  many  other  states.  Medicaid  officials  in  California  believed  that  their  program  was  already 
broad  in  scope  and,  therefore,  did  not  need  to  be  changed  in  any  significant  way.  In  fact,  as  shown 
in  Table  1-6,  California  covered  most  optional  services  in  FY  1989.  By  FY  1992,  two  additional 
service  categories  had  been  added:  preventive  services  and  personal  care  services.  Also,  as  the 
resuh  of  a  recent  lawsuit,  the  state  added  coverage  of  dental  sealants  for  children  in  1993. 

Although  most  service  categories  are  covered  by  Medi-Cal,  state  officials  also  noted  that  strict 
controls  are  placed  on  the  availability  of  these  services.  The  state  relies  heavily  on  prior 
authorization  requirements,  which  were  characterized  by  both  providers  and  program  officials  as 
cumbersome  and  restrictive,  for  services  beyond  established  lunits.  These  limitations  have  not  been 
changed  as  a  result  of  the  OBRA-89  legislation. 

When  OBRA-89  was  passed,  child  advocacy  organizations  pressured  California  officials  to  add 
coverage  of  private  duty  nursing,  one  of  the  few  optional  service  categories  not  in  California's  state 
plan.  As  well,  dental  provider  groups  pushed  for  officials  to  re-evaluate  reimbursement  strategies 
for  children's  dental  services,  in  light  of  the  limited  availability  of  dental  care  across  the  state. 

Continued  pressure  from  advocacy  groups  has  led  to  recent  movement  by  state  officials  to  consider 
how  to  change  service  coverage  policies  in  response  to  OBRA-89.  Since  the  beginning  of  1993,  an 
interdepartmental  Department  of  Health  Services  work  group  headed  by  Children's  Medical 
Services  and  including  representatives  from  Medi-Cal  Benefits,  Medi-Cal  Operations,  and  the  legal 
department  has  been  studying  options  for  responding  to  the  legislation's  mandate.  The  group  has 
identified  several  areas  in  which  services  are  presently  limited: 

■  Therapy  services,  including  physical,  occupational,  and  speech  therapy,  which  are 
currently  limited  to  two  visits  per  month; 

■  Nursing  services  for  children; 

■  Early  intervention  services; 

■  Pediatric  day  health  care  facilities  which  provide  child  care  services  for  special 
needs  children  (there  are  only  four  licensed  facilities  in  the  state  which  are 
reimbursed  through  waivers);  and 

■  Mental  health  services  which  are  limited  to  two  psychology  visits  per  month  and 
eight  psychiatry  visits  within  a  120-day  period. 

Given  these  limitations,  the  work  group  has  presented  the  following  options  for  Medi-Cal  service 
expansions: 

■  Replace  existing  limits  on  therapy  and  mental  health  services  with  a  trigger  for  prior 
authorization; 

■  Add  Medi-Cal  benefits  for  private  duty  nursing  services  for  children  under  age  21, 
as  well  as  early  intervention  and  pediatric  day  health  care  services;  and 
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Table  1-6. 

COVERAGE  OF  OPTIONAL  MEDICAID  SERVICES  IN  CALIFORNIA 
FISCAL  YEARS  1989  AND  1992. 


Services 

FY  1989 

FY  1992 

Podiatrists'  Services 

X 

X 

Optometrists'  Services 

X 

X 

Chiropractors'  Services 

X 

X 

Psychologists' Services  (1) 

X 

IVledical  Workers' Services  (1) 

Nurse  Anesthetists' Services  (1) 

X 

Private  Duty  Nursing 

Clinic  Services 

X 

X 

Dental  Services 

X 

X 

Physical  Therapy 

X 

X 

Plrr*!  mat innal  Thpranu 
wOwij|Ja UUi  idi  1  1  ici  a^iy 

X 

X 

Speech,  Hearing,  and 
Language  Disorders 

Y 
A 

X 

A 

Prescribed  Drugs 

Y 
A 

X 

Dentures 

Y 
/\ 

X 

Prosthetic  Devices 

Y 
/\ 

X 

Eyeglasses 

Y 
A 

y 

A 

Diagnostic  Services 

Screening  Services 

Preventive  Sen/ices 

Y 
A 

Rehabilitative  Services 

V 

X 

Y 
A 

A.  Inpatient  Hospital  Services 

X 

X 

Age  65  or  older  in  IMDs 

B.  NF  Services 

X 

X 

IGF/MR  Services 

X 

X 

Inpatient  Psychiatric  Services  for  under  21 

X 

X 

NF  Services  for  Under  21 

X 

X 

Emergency  Hospital  Services 

X 

X 

Personal  Care  Services 

X 

Transportation  Services 

X 

X 

Case  Management  Services 

X 

X 

Hospice  Care  Services 

X 

X 

Respiratory  Care  Services 

Total  Additional  Services 

22 

26 

NOTE; 

(1)  Prior  to  1992,  these  services  were  encompassed  under  a  broader  category,  "other  practitioner  services." 

In  1989,  California  covered  this  optional  sen/ice  category. 
CN  =  Categorically  Needy  Only 
X  =    Categorically  and  Medically  Needy 
Source;  Health  Care  Financing  Administration,  1989,  1992. 


F;.EPSDT.70<>.OPTSERV.XLSC  ]/6/95  8:17  AM 
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■        Expand  the  availability  of  mental  health  services  and  the  types  of  mental  health 
providers  who  may  be  reimbursed. 

As  of  the  site  visit,  no  decisions  regarding  how  the  state  will  respond  to  OBRA-89  had  yet  been 
made. 

E.       Special  Initiatives  to  Enhance  Service  Delivery  and  Integration 

To  enhance  the  capacity  of  their  EPSDT  programs  to  effectively  serve  children,  states  are 
increasingly  working  to  integrate  EPSDT  with  other  programs  for  children.  Four  major 
program/service  areas  with  which  states  are  working  to  improve  integration  with  EPSDT  are: 
schools,  the  Part  H/Early  Intervention  Program,  managed  care,  and  targeted  case  management. 
California's  efforts  in  these  areas  are  described  below. 


I.        EPSDT  in  the  Schools 

Although  most  states  have  only  just  recently  begun  to  enroll  schools  as  EPSDT  providers,  schools 
have  long  been  involved  in  California's  CHDP  program.  Historically,  school  districts  in  the  state 
have  played  an  important  role  as  Health  Assessment-Only  providers,  with  a  particular  emphasis  on 
screening  students  for  vision  and  hearing  problems.  In  fiscal  year  1991-92,  a  total  of  67  school 
districts  were  enrolled  in  the  program,  in  addition  to  25  Head  Start  and  State  Preschool  programs. 

While  their  role  in  CHDP  has  traditionally  been  limited  to  providing  screening  services,  California 
school  districts  (known  as  "local  educational  agencies"  or  LEAs)  are  also  very  involved  in 
providing  other  types  of  school-based  health  services.  Specifically,  schools  provide  an  array  of 
special  education  services  for  individuals  with  disabilities,  including  physical,  occupational,  and 
speech  therapies.  A  large  portion  of  the  Department  of  Education's  budget  is  allocated  to  funding 
these  special  education  services. 

Although  most  services  typically  provided  through  special  education  programs  are  reimbursable 
under  the  Medi-Cal  program,  schools  have  not  traditionally  billed  Medi-Cal  for  services  provided  to 
eligible  children.  However,  the  mechanisms  through  which  LEAs  can  obtain  Medi-Cal 
reimbursement  are  currently  being  put  in  place,  as  described  below. 

Two  years  ago,  a  cooperative  effort  was  launched  between  the  Governor's  Office,  the  Department 
of  Education,  the  Department  of  Health  Services,  and  1 1  private  foundations  to  restructure  the  way 
in  which  services  are  delivered  to  children.  As  part  of  an  effort  to  enhance  school-based  health 
services,  the  State  recently  established  a  new  "LEA/Medi-Cal"  billing  category  under  which  school 
districts  will  be  able  to  obtain  Medi-Cal  reimbursement.  To  qualify  as  LEA/Medi-Cal  providers, 
schools  will  be  required  to  establish  linkages  with  existing  community  providers  so  that  they  can 
offer  students  a  more  comprehensive  range  of  services.  Further,  schools  will  have  to  establish  or 
join  a  "local  community  collaborative"  consisting  of  various  community  service  organizations  (e.g. 
schools,  CHDP  providers,  clinics,  and  foster  care  agencies)  which  will  work  cooperatively  to 
determine  how  funds  obtained  through  Medi-Cal  reimbursement  can  best  be  reinvested  in 
community  health  programs.  Although  the  state  plan  amendment  for  the  LEA/Medi-Cal  category 
has  been  approved,  regulations  are  still  in  the  process  of  being  developed.  Plans  around  the  time  of 
the  site  visit  called  for  school  districts  to  begin  enrollment  in  January  1994.  If  a  school  district  that 
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is  already  a  CHDP  provider  becomes  enrolled  by  Medi-Cal,  the  school  may  be  upgraded  by  CHDP 
from  a  Health  Assessment-Only  to  a  Comprehensive  Care  provider. 

Under  a  related  initiative,  the  Robert  Wood  Johnson  Foundation  is  in  the  process  of  selecting  eight 
sites  in  California  to  receive  funding  to  develop  comprehensive  school-based  services. 

2.  EPSDT's  Linkage  to  Part  H/Early  Intervention 

The  Part  H  initiative  in  California  is  being  headed  by  the  Department  of  Developmental  Services 
(DDS)  in  collaboration  with:  the  state  Departments  of  Health,  Education,  Mental  Health,  Social 
Services,  and  Alcohol  and  Drug  Programs;  the  statewide  Interagency  Coordinating  Council;  and 
local  planning  districts  called  Local  Interagency  Coordinating  Areas. 

California's  Part  H  program,  implemented  on  October  1,  1993,  was  not  yet  operational  at  the  time 
of  the  site  visit.  However,  state  and  local  officials  interviewed  during  the  summer  of  1993  reported 
that  the  Part  H  program  appeared  to  lack  a  strong  health/medical  orientation  and  has  only 
established  weak  links  with  Medi-Cal/CHDP.  This  is  due  to  several  factors: 

■  Leadership  roles  of  state  health  agencies  in  Pan  H  have  been  unclear,  particularly 
given  the  existing  role  of  the  Department  of  Education  in  providing  early 
intervention  services;  and 

■  While  regional  DDS  centers,  key  service  providers  for  the  developmentaUy  delayed 
population,  are  generally  emolled  in  Medi-Cal,  they  do  not  routinely  bill  Medi-Cal 
for  services  rendered  to  eligible  children.  Medi-Cal's  cumbersome  prior 
authorization  requirements  and  a  historic  programmatic  "distance"  between  DDS 
and  Medi-Cal  were  blamed  for  this  phenomenon. 

Currently,  Medi-Cal  does  cover  services  which  are  relevant  to  the  Part  H  population,  including 
physical,  speech,  and  occupational  therapies  and  developmental  testing.  However,  limitations  on 
these  services  have  restricted  their  usefulness  to  a  population  that  often  has  intensive  service  needs. 
The  potential  for  Medi-Cal  to  fund  a  more  comprehensive  range  of  Part  H  services  has  not  been 
thoroughly  explored,  although  this  topic  is  being  addressed  by  the  aforementioned  OBRA-89 
interagency  work  group. 

3.  EPSDT  and  Managed  Care 

Unlike  most  other  states,  managed  care  arrangements  have  been  a  major  part  of  California's  health 
care  system  for  many  years.  A  large  portion  of  Califomians,  both  publicly  and  privately  insured, 
receive  care  through  managed  care  arrangements.  As  of  August  1993,  687,000  of  the  five  million 
Medi-Cal  beneficiaries  were  emolled  in  managed  care  programs;  of  these,  at  least  half  were 
children.  Under  an  initiative  to  expand  Medi-Cal  managed  care  to  the  state's  13  major  urban 
counties  over  the  next  two  years,  the  number  of  Medi-Cal  enrollees  in  managed  care  is  slated  to 
increase  to  two  million. 

Around  the  time  of  the  site  visit,  the  state  had  contracts  with  35  different  plans  serving  Medi-Cal 
emollees,  including  thirteen  prepaid  health  plans,  20  primary  care  case  management  arrangements, 
and  two  county  contracts.  (The  two  existing  county  contracts  in  effect  were  in  San  Mateo  and 
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Santa  Barbara;  three  more  counties  were  planned  to  begin  similar  programs  soon  after  the  site 
visit.)  Payment  for  CHDP  services  xmder  the  three  plan  types  varies,  as  described  below: 

■  Prepaid  health  plans  (PHPs).  PHPs  are  fully-capitated  plans  of  the  health 
maintenance  organization  model.  Because  they  are  fully  capitated,  these  plans  are  at 
risk  for  almost  aU  services,  including  CHDP,  for  their  enrollees.  PHPs  may  also 
apply  to  local  CHDP  programs  to  become  CHDP  fee-for-service  providers  for 
persons  not  enrolled  in  their  plan. 

■  Primary  care  case  management  (PCCM)  plans.  Although  often  structured  like 
prepaid  health  plans,  PCCMs  receive  partial  capitation  and  are  at  risk  for  providing 
only  ambulatory  services.  PCCMs  receive  separate,  fee-for-service  reimbursement 
for  inpatient  hospital  and  CHDP  services. 

■  County  plans.  Under  these  plans,  counties  are  at  risk  for  most  services  under  an 
inclusive  capitation.  However,  CHDP  services  are  reimbursed  on  a  fee-for-service 
basis. 

Existing  contracts  between  managed  care  providers  and  Medi-Cal  are  fairly  rigorous  with  regard  to 
the  provision  of  CHDP  services.  For  PHPs  and  PCCMs,  Medi-Cal  managed  care  contractors  are 
responsible  for  providing  CHDP  services  to  all  enrolled  children.  Each  year,  an  audit  is  conducted 
of  charts  to  see  the  extent  to  which  children  are  screened.  If  less  than  70  percent  of  children  whose 
charts  are  reviewed  are  found  to  have  received  CHDP  assessments,  then  the  plan  is  cited  as  needing 
corrective  action  (plans  are  generally  expected  to  reach  a  greater  portion  of  children  each  year). 
However,  it  is  important  to  note  that  auditors  base  their  review  only  on  service  users.  In  fact, 
medical  charts  are  reviewed  only  for  children  who  have  visited  the  plan  at  least  three  times." 
Thus,  the  state's  70  percent  goal  is  very  different  from  HCFA's  participation  goal  which  addresses 
the  extent  to  which  all  eligible  children  are  served.  In  addition  to  conducting  these  audits,  state 
officials  are  also  planning  on  incorporating  into  contractual  language  an  existing  policy  that 
managed  care  providers  perform  a  CHDP  exam  within  90  days  of  an  enrolled  child's  first  medical 
appointment,  preferably  at  this  first  visit. 

Under  the  two  county  contracts,  plans  are  not  responsible  for  providing  CHDP  services.  Rather, 
enrollees  may  receive  CHDP  screens  from  plan,  or  out-of-plan,  providers.  However,  plans  are 
responsible  for  case  management  of  enrollees,  which  includes  ensuring  that  children  receive  CHDP 
services.  When  a  CHDP  exam  is  received,  appropriate  documentation  is  to  be  indicated  in  the 
child's  medical  record.  During  annual  reviews  of  county  plans,  auditors  check  medical  records  for 
this  documentation. 

The  role  of  the  local  CHDP  unit  in  overseeing  Medi-Cal  managed  care  plans  varies  depending  on 
the  plan  type,  as  described  below: 

■  Prepaid  health  plans  are  not  required  to  be  certified  by  the  local  CHDP  unit.  The 
CHDP  program  has  a  minimal  role  in  ongoing  oversight.  However,  Medi-Cal 
requires  that  PHPs  have  a  liaison  with  the  local  CHDP  unit. 


The  audit  aims  to  evaluate  quality  of  care,  and  fewer  than  three  visits  is  considered  to  be  insufQcient 
for  such  an  evaluation. 
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■  Under  primary  care  case  management  arrangements,  CHDP  providers  are  certified 
by  the  local  program.  Reviews  are  conducted  collaboratively  between  the  state  and 
local  CHDP  programs  and  the  Medi-Cal  Managed  Care  Division. 

■  Under  the  two  county  models  in  place  in  San  Mateo  and  Santa  Barbara,  the  local 
CHDP  programs  do  not  have  a  role  in  certifying  plans. 

The  degree  to  which  California  can  monitor  the  delivery  of  CHDP  services  in  PHPs,  which  do  not 
bill  separately  for  these  services  as  do  PCCM  and  county  plans,  is  limited.  PHPs  typically  report 
the  total  number  of  screens  rather  than  an  unduplicated  count  of  children  who  have  received  one  or 
more  screens.  Some  plans  do  submit  CHDP  screening  forms  ("mformation-only  claims"),  yet  these 
account  for  a  very  small  portion  of  total  claims,  as  plans  have  no  mcentive  to  provide  this 
information.  A  workgroup  was  recently  formed  to  explore  options  for  improving  data  collection 
from  managed  care  plans. 


4.        EPSDT  and  Targeted  Case  Management 

California  has  several  programs  that  may  provide  targeted  case  management  services  to  the  CHDP 
population.  These  programs  are  not  limited  to  children  but  rather  are  available  to  Medi-Cal 
beneficiaries  of  all  ages. 

The  state  provides  targeted  case  management  services  under  home  and  community  based  waivers 
for  persons  with  AIDS  and  for  physically-disabled  persons  receiving  in-home  services  for  acute 
health  care  needs.  As  well,  California  more  recently  adopted  two  additional  targeted  case 
management  state  plan  amendments-one  for  the  mentally  ill  population  (adopted  in  July  1989)  and 
the  other  for  developmentally-disabled  children  and  adults  (adopted  in  February  1991).  Under  an 
interagency  agreement  between  Medi-Cal  and  the  Department  of  Developmental  Services,  DDS 
regional  centers  provide  targeted  case  management  services  for  the  developmentally-disabled 
population.  As  discussed  previously,  however,  the  link  between  DDS  and  CHDP  is  generally 
weak. 

Because  the  categories  imder  which  Medi-Cal  will  cover  targeted  case  management  services  are 
limited,  counties  have  traditionally  not  been  able  to  obtain  payment  for  most  of  their  case 
management/service  coordination  activities.  This  simation  prompted  counties  several  years  ago  to 
request  that  the  state  provide  a  mechanism  through  which  these  activities,  particularly  those  by 
public  health  nurses,  could  be  reimbursed.  These  efforts  resulted  in  the  introduction  of  legislation 
(SB  910)  to  expand  coverage  of  targeted  case  management;  however,  the  bill  was  changed  to  focus 
on  administrative  case  management  when  it  was  determined  that  the  latter  option  offered  greater 
reimbursement  opportunities.  SB  910  was  signed  by  the  Governor  on  October  14,  1991. 

Under  SB  910,  a  new  statewide  time  study  was  implemented  in  July  1993  by  all  public  health 
programs  (including  CHDP),  California  Children's  Services,  the  Comprehensive  Perinatal  Services 
Program,  and  many  others.  This  time  study  will  enable  local  programs  to  document  the  amount  of 
time  they  spend  conducting  case  management  activities  for  varying  populations  and  will, 
furthermore,  allow  the  state  to  subsidize  this  time  with  Medicaid  monies.  Federal  matching  funds 
will  be  provided  for  public  health  nurses  and  other  skilled  medical  professionals  at  the  75/25  rate, 
as  well  as  for  clerical  staff  at  the  50/50  rate.  As  of  late  1993,  52  counties  and  three  cities  have 
signed  up  with  the  state  to  claim  administrative  case  management  reimbursement. 
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F. 


Data  Reporring  on  the  HCFA-416 


The  OBRA-89  legislation  not  only  addressed  EPSDT  services  and  providers  as  previously 
discussed,  but  also  how  states  report  EPSDT  program  data  to  the  federal  government.  In 
accordance  with  OBRA-89  requirements,  states  now  report  annually  to  the  Secretary  of  the 
Department  of  Health  and  Human  Services  the  number  of  Medicaid-eligible  children  participating  in 
EPSDT.  As  well,  because  OBRA-89  called  for  annual  EPSDT  participation  goals  to  be  set  for  all 
states,  HCFA  established  an  80  percent  participation  target  for  all  states  to  meet  by  1995,  as  well  as 
state-specific  interim  goals  for  the  years  between  1990  and  1995. 

Given  a  national  participation  rate  in  1989  of  just  39  percent,  HCFA's  80  percent  participation  goal 
focused  states'  attention  on  ways  to  increase  screening  rates.  At  the  same  time,  this  increased 
emphasis  has  focused  attention  on  the  accuracy  of  state  EPSDT  data  and  the  variability  of  reporting 
practices  used  by  states. 

Since  July  1990,  states  have  used  the  HCFA-416  form  to  report  EPSDT  data  to  the  federal 
government.  (The  form  used  prior  to  this  time  was  the  HCFA-420.)  The  HCFA-416  included 
several  changes  designed  to  improve  data  quality  and  to  streamline  the  reporting  process,  including: 

■  To  reduce  the  administrative  burden  on  states,  HCFA^16  data  is  reported  annually 
rather  than  quanerly,  as  was  required  for  the  HCFA-420; 

■  New  reporting  categories  were  added  to  identify  the  number  of  children  receiving 
vision,  hearing,  and  dental  services;  and 

■  To  indicate  participation  variations  by  age,  four  discrete  age  groupings  were  added: 
under  one  year,  between  one  and  five  years,  between  six  and  14  years,  and  between 
15  and  20  years. 

Despite  these  changes,  questions  still  surround  the  consistency  with  which  states  report  data.  In 
fact,  a  survey  by  the  National  Governors'  Association  (1990)  confirmed  that  considerable  variation 
exists  in  states'  EPSDT  data  reporting  practices. 

There  are  eight  reporting  categories  on  the  HCFA-416  (listed  below).  These  data  are  utilized  to 
calculate  state-specific  EPSDT  participation  rates  and  screening  ratios,  the  key  indicators  used  to 
gauge  the  extent  to  which  eligible  children  are  receiving  EPSDT  services.  The  participation  rate 
for  each  state  (the  80  percent  target  refers  to  this  statistic)  is  obtained  by  adding  the  number  of 
children  who  have  received  one  or  more  screening  examinations  to  the  number  of  children  enrolled 
in  continuing  care  arrangements  (defined  below)  and  dividing  this  figure  by  the  number  of  children 
who  are  eligible  for  EPSDT.  The  screening  ratio  is  derived  by  dividing  the  total  number  of  screens 
rendered  during  the  year  by  the  total  number  of  EPSDT-eligible  children.  Although  HCFA  has 
defined  these  statistics  as  indicated,  guidance  to  states  regarding  the  specific  definitions  of  each  data 
category  is  broad  and  somewhat  vague.  As  a  result,  states  interpret  and,  in  turn,  report  data  in 
various  ways.  Thus,  the  statistics  are  not  consistently  reported  across  states. 

To  understand  what  a  state's  report  to  HCFA  actually  reflects  about  their  EPSDT  program,  a  closer 
examination  of  how  data  categories  are  interpreted  and  reported  is  essential.  Therefore,  the 
definitions  used  by  California  Medi-Cal  officials  when  reporting  HCFA^16  data  are  presented 
below.  (Note  that  the  state  only  reports  data  for  Medi-Cal-eligible  children,  not  those  covered  with 
state  fimds.) 
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Individuals  eligible  for  EPSDT:  An  unduplicated  count  of  the  number  of  children 
under  21  who  were  certified  Medi-Cal-eligible  at  some  point  during  the  year. 

Number  of  eligibles  enrolled  in  continuing  care  arrangements:  The  number  of 
children  enrolled  in  prepaid  health  plans  (children  enrolled  in  PCCM  and  county 
plans  are  not  included  because  these  plans  bill  for  CHDP  services  on  a 
fee-for-service  basis). 

Eligibles  receiving  screening  services:  An  unduplicated  count  of  the  nimiber  of 
children  who  received  one  or  more  complete  screening  examinations  during  the 
year.  Information  is  included  on  children  receiving  screens  for  which 
fee-for-service  (PM-160)  claim  forms  or  information-only  claim  forms  were 
submitted.  (A  small  number  of  screens  done  by  PHPs  are  submitted  on 
information-only  claim  forms.)  This  count  does  not  include: 

Partial  screens,  as  this  service  category  is  only  used  for  the  residual 
screening  components  which  could  not  be  provided  during  the  original 
examination; 

Other  preventive  visits  billed  through  the  Medi-Cal  system;  and 

Information  on  the  majority  of  children  enrolled  in  prepaid  health  plan 
managed  care  arrangements.  This  is  because  PHPs,  for  the  most  part, 
report  data  on  the  total  number  of  screens  ("aggregate"  data)  rather  than  an 
unduplicated  count  of  the  number  of  children  who  have  received  one  or 
more  screens.  (Note:  The  majority  of  screens  done  in  the  state  are  billed 
on  fee-for-service  claims  which  can  be  unduplicated,  rather  than  through 
PHP  capitated  plans  which  generally  submit  aggregate  data.) 

Total  number  of  screening  services:  The  number  of  initial  and  periodic  screening 
examinations  that  were  reported  during  the  year,  including  the  number  of  screens 
reported  by  PHPs  in  aggregate  form.  This  count  excludes  partial  screens  and 
interperiodic  screens. 

Eligibles  referred  for  corrective  treatment:  The  CHDP  PM-160  screening/claim 
form  includes  six  separate  follow-up  codes  that  can  be  selected  by  the  provider. 
These  are  as  follows: 

1 .  No  diagnosis/treatment  indicated. 

2.  Questionable  result,  recheck  scheduled. 

3.  Diagnosis  made  and  treatment  started. 

4.  Diagnosis  pending/remm  visit  scheduled. 

5.  Referred  to  another  examiner  for  diagnosis/treatment. 

6.  Referral  refused. 

For  HCFA-416  reporting  purposes,  California  provides  a  count  of  the  number  of 
children  who  receive  follow-up  codes  3,  4,  or  5,  excluding  those  referral  codes  for 
vision,  hearing,  and  dental  services  as  per  HCFA  guidance.  For  screens  filed  on 
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the  PM-160  form,  an  unduplicated  count  of  children  with  the  indicated  codes  is 
provided.  However,  for  children  enrolled  in  PHPs,  the  state  reports  the  number  of 
referable  conditions  rather  than  the  number  of  eligibles  with  referable  conditions 
because  the  plans  provide  the  total  number  of  screens  provided  rather  than  the 
number  of  children  who  have  received  one  or  more  screens. 

■        Eligibles  receiving  vision,  hearing,  and  preventive  dental  services:  Interestingly, 
HCFA  guidance  instructs  states  in  the  vision  and  hearing  categories  to  report  an 
unduplicated  count  of  individuals  receiving  diagnostic  or  treatment  vision  and 
hearing  services;  therefore,  vision  and  hearing  services  of  a  preventive  nature 
provided  either  during  the  comprehensive  EPSDT  exam  or  independently  of  the 
EPSDT  exam  are  excluded  from  these  counts.  In  contrast,  for  the  dental  category 
HCFA  requests  that  states  report  an  unduplicated  count  of  only  certain  specified 
preventive  dental  services.  These  include:  instruction  in  oral  hygiene,  oral 
prophylaxis,  and  application  of  sealants. 

In  reporting  the  number  of  eligibles  receiving  vision  and  hearing  data,  California 
follows  the  HCFA  guidance  carefully  in  order  to  report  only  diagnostic  and 
treatment  services  for  the  vision'*  and  hearing  categories'*  and  preventive  services 
for  dental  categories.'''  These  codes  are  obtained  from  the  Medi-Cal  and  Denti-Cal 
billing  systems  exclusively,  rather  than  through  the  CHOP  billing  system.  In 
California,  these  systems  are  completely  distinct. 


IV.      Implementation  Issues:  Strengths  and  Weaknesses  of  Current  Systems 

During  the  site  visit  interviews,  state  and  local-level  program  representatives  raised  a  range  of 
policy  and  program  issues  that  highlighted  many  strengths  and  weaknesses  of  the  CHDP  program. 
These  are  the  focus  of  the  following  discussion  which,  like  the  previous  section,  is  organized  to 
reflect  the  six  major  components  of  the  CHDP  program:  informing  and  outreach,  provider 
participation,  the  EPSDT  screen,  diagnostic  and  treatment  services,  special  initiatives  to  enhance 
service  delivery  and  integration,  and  data  reporting  on  the  HCFA-416. 


For  the  vision  services  category.  California  reports  an  unduplicated  count  of  individuals  who  had 
claims  with  vendor  (provider)  codes  for  fabricating  optical  lab,  optometric  group,  optometrist,  or 
dispensing  optician  regardless  of  the  procedure  code  or  who  had  claims  with  vendor  codes  for 
physician,  physician  group,  county  hospital-outpatient,  community  hospital-outpatient,  organized 
outpatient  clinic  or  rural  health  clinic/federally  qualified  health  center  with  a  procedure  code  indicating 
one  of  a  range  of  ophthalmic  services. 

For  the  hearing  services  category,  California  reports  an  unduplicated  count  of  individuals  who  had 
claims  with  vendor  codes  for  audiologist  or  hearing  aid  dispenser  regardless  of  the  procedure  code  or 
who  had  claims  with  vendor  codes  for  physician,  physician  group,  county  hospital-outpatient, 
community  hospital-outpatient,  organized  outpatient  chnic  or  rural  health  clinic/federally  qualified 
health  center  with  a  procedure  code  indicating  one  of  a  range  of  specific  otorhinolaryngologic  services. 

For  the  dental  services  category,  California  reports  an  unduplicated  count  of  individuals  who  had 
claims  with  vendor  codes  for  dentists  which  match  with  procedure  codes  for  specified  preventive 
dental  procedures. 
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A. 


Issues  Regarding  Informing  and  Outreach 


In  approximately  two-thirds  of  the  states,  responsibility  for  informing  families  about  EPSDT  and 
conducting  outreach  activities  rests  with  local  welfare  departments  (Hill  and  Breyel,  1991;  National 
Governors'  Association,  1992).  A  select  number  of  states,  however,  provide  outreach  services 
through  health  departments.  According  to  a  1991  survey  of  Medicaid  and  Maternal  and  Child 
Health  officials,  many  state  officials  feel  that  this  arrangement  is  preferable  to  placing  responsibility 
for  outreach  with  welfare  departments  (Hill  and  Breyel,  1991).  Health  department  involvement, 
they  believe,  is  likely  to  give  EPSDT  a  stronger  identity  as  a  health  program. 

Given  the  autonomous  nature  of  local  programs  in  California,  a  range  of  outreach  models  exist 
across  the  State.  The  models  used  by  four  counties  visited  by  the  consulting  team  are  described 
below: 

■  Sacramento  County.  Outreach  by  the  Sacramento  County  CHDP  imit  is  largely 
conducted  through  mailings  and  phone  calls,  with  first  priority  placed  on  contacting 
families  by  telephone.  When  letters  are  sent,  CHDP  and  dental  providers  are 
identified  and  a  tear-off  form  is  enclosed  on  which  families  can  indicate  the  types  of 
assistance  they  need  (a  postage-paid  return  envelope  is  included).  In  addition  to 
these  outreach  activities  (which  are  primarily  conducted  by  community  health 
workers),  nurses  monitor  that  children  who  have  been  referred  for  diagnosis  and 
treatment  receive  needed  services. 

■  Merced  County.  Merced  is  one  of  the  few  counties  in  California  which,  in  addition 
to  having  a  CHDP  unit  in  the  health  department,  has  a  separate  EPSDT  unit  in  the 
welfare  office.  EPSDT  unit  staff  conduct  informing  and  outreach  activities  for 
children  on  Medi-Cal.  A  heavy  emphasis  is  placed  on  contacting  clients  directly, 
either  by  phone  or  home  visits.  Unlike  other  counties,  staff  reported  that  a  large 
majority  (nearly  80  percent)  of  families  are  contacted  by  phone.  Home  visits, 
lasting  between  ten  and  15  minutes,  are  conducted  in  most  other  cases.  Interpreters 
are  used  as  needed. 

Local  health  department  CHDP  staff  are  responsible  for  a  variety  of  additional 
program  activities.  These  include  general  community  outreach  activities,  following 
children  who  are  referred  for  diagnosis  and  treatment  (except  those  referred  for 
dental  care  and  foster  care  children,  which  are  monitored  by  the  social  services 
staff),  and  recruitment,  certification,  and  monitoring  of  providers. 

■  Contra  Costa  County.  Like  other  counties,  families  in  Contra  Costa  County  are 
initially  informed  about  CHDP  by  the  social  services  department  during  the 
eligibility  interview.  However,  their  process  was  distinguished  by  two  unique 
features.  First,  informational  videos  are  formally  incorporated  into  the  Medi-Cal 
application  process.  The  12-minute  video  on  CHDP  developed  by  the  Contra  Costa 
program  was,  in  fact,  reproduced  for  all  counties  with  funding  from  the  State. 
Second,  the  special  informing  form  used  by  eligibility  workers  includes  the  CHDP 
periodicity  schedule  and  other  educational  information.  It  is  signed  by  both  the 
eligibility  worker  and  the  client,  and  a  copy  is  given  to  the  client.    The  portion  of 
families  requesting  services  in  Contra  Costa  County  was  reported  to  be 
approximately  50  percent,  more  than  was  reported  by  the  other  counties  (e.g.,  less 
than  20  percent  in  Merced). 
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Outreach  activities  by  the  CHDP  unit,  which  is  based  in  the  local  health  department, 
focus  primarily  on  phone  contact.  However,  home  visits  are  conducted  by  nurses 
for  all  high-risk  cases  (e.g.,  teen  mothers  with  several  small  children). 

■  Alameda  County.  The  informing/outreach  process  described  by  Alameda  County 
program  officials  was  found  to  have  an  important  distinction  from  the  other 
counties:  all  children  found  to  be  eligible  for  CHDP  services  by  social  services 
receive  an  outreach  letter  regardless  of  whether  or  not  families  request  additional 
information  or  assistance  from  the  CHDP  program.  Families  who  indicate  their 
interest  in  the  program,  either  through  DSS  or  by  responding  to  the  outreach  letter, 
are  contacted  by  mail  or  phone;  outreach  workers  speaking  several  different 
languages  conduct  phone  calls  to  non-English  speaking  clients.  Although  home 
visits  are  not  provided,  a  range  of  other  field-based  outreach  activities  are 
conducted,  including  case-finding  by  indigenous  health  workers  in  target 
communities,  collaboration  with  community  organizations,  and  development  of 
multi-lingual  brochures. 

Follow-up  for  children  with  identified  health  problems  is  provided  mainly  for 
patients  of  private  providers,  as  Community  Health  Centers  and  LHDs  tend  to  have 
their  own  case  managers.  As  for  informing  and  outreach  services,  follow-up  is 
conducted  by  mail  and  phone.  When  necessary,  public  health  nurses  in  the  LHD 
can  provide  a  home  visit. 

The  county  systems  described  above,  while  they  vary  in  important  ways,  share  numerous  strengths 
as  well  as  specific  weaknesses.  Among  the  notable  strengths  of  the  CHDP  outreach  process  are: 

■  Intensive  informing.  When  a  family  is  referred  to  the  CHDP  unit,  outreach 
workers  in  most  of  the  counties  place  a  high  priority  on  making  a  personal  contact 
by  phone  or,  when  resources  permit,  by  home  visit.  When  a  family  can  be 
reached,  a  fairly  intensive  informing  process,  including  efforts  to  link  the  child  with 
a  provider,  is  conducted. 

■  Strong  feedback  loop.  The  CHDP  units  routinely  receive  copies  of  screening  forms 
completed  by  providers  as  well  as  forms  indicating  that  a  referral  for  diagnostic  or 
treatment  services  was  made.  This  systematic  informing  of  local  CHDP  programs 
strengthens  the  ability  of  outreach  workers  to  monitor  whether  children  receive 
needed  services. 

■  Linkages  between  CHDP  units  and  providers.  Because  of  the  central  role  of  the 
CHDP  units  in  recruiting  and  certifying  providers,  assisting  them  in  meeting 
program  requirements,  and  a  range  of  other  program  operations,  CHDP  staff 
typically  have  strong  ties  with  CHDP  providers  in  the  community.  These  linkages 
are  an  asset  in  CHDP  staffs'  efforts  to  monitor  that  children  receive  needed 
diagnostic  and  treatment  services. 

■  Linkages  between  CHDP  and  eligibility  workers.  CHDP  staff  are  involved  in 
training  eligibility  workers  about  the  CHDP  program  and  the  importance  of 
preventive  health  care.  CHDP  staff  report  that  referrals  typically  peak  after  a 
training  is  conducted.  In  Contra  Costa  County,  a  periodic  newsletter  called  "Where 
Credit  is  Due"  is  published  showcasing  stories  describing  how  children  have 
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benefitted  from  CHDP  services  received  as  a  result  of  an  eligibility  worker's 
referral. 

■  Active  community  outreach.  CHDP  units  conduct  a  variety  of  community-based 
activities  in  addition  to  formalized  informing  and  outreach  services.  These  activities 
are  particularly  in:^)ortant  in  reaching  children  in  the  state-funded  group  who  do  not 
typically  come  in  contact  with  welfare  agencies,  as  well  as  the  children  m  families 
who  do  not  indicate  an  interest  in  receiving  CHDP  services  durmg  the  Medi-Cal 
application  process.  Repeatedly,  local  CHDP  staff  expressed  the  belief  that  broad 
public  education,  case-finding,  and  outreach  efforts  were  far  more  effective  in 
reaching  needy  families  than  the  formal  CHDP  informing  process. 

In  addition  to  these  strong  features  of  the  CHDP  outreach  process,  there  are  also  several  important 
weaknesses  which  limit  the  system's  effectiveness: 

■  Contact  by  CHDP  is  dependent  on  referral.  As  indicated  previously,  with  the 
exception  of  Alameda  County,  only  those  families  that  indicate  an  interest  in 
receiving  further  information  about  CHDP  or  help  in  obtaining  services  are  referred 
to  the  CHDP  program.  In  fact,  a  large  majority  of  families  do  not  ask  to  be 
referred.  For  example,  eligibility  workers  in  Merced  reported  that  only  10  to  20 
percent  of  families  ask  for  more  information.  Although  the  rate  is  higher  in  some 
other  counties,  it  is  clear  that  a  large  portion  of  eligible  families  are  not  being 
reached  by  the  process. 

■  Staff  shortages.  Local  program  officials  consistently  reported  that  there  are 
insufficient  staff  to  provide  an  optimimi  level  of  outreach  and  monitoring.  Although 
home  visits  were  widely  reported  to  be  the  best  way  of  reaching  famiUes,  counties 
were  often  found  to  have  little,  if  any,  resources  available  for  this  activity.  Several 
program  officials  indicated  that  resources  are  especially  needed  to  improve 
monitoring,  and  in  particular,  to  see  whether  children  receive  screens  according  to 
the  periodicity  schedule. 

■  Poor  compliance  with  periodicity  schedules.  Interviewees  consistently  reported  that 
compliance  with  periodicity  schedules  is  poor.  For  example,  the  Contra  Costa 
Health  Plan,  a  managed  care  provider  serving  a  large  portion  of  the  county's 
Medi-Cal  population,  reported  seeing  infants  on  average  2.2  times  during  the  first 
year  of  life:  the  periodicity  schedule  calls  for  six  visits  for  infants.  The  problem 
appears  to  be  equally  problematic  for  children  seen  by  both  public  and 
private-sector  providers.  Although  the  state  sends  mailing  labels  to  counties  of 
children  who  are  due  for  a  screen,  labels  are  only  supplied  for  those  who  are  under 
age  three. 

■  Poor  recipient  compliance.  Providers  routinely  reported  that  between  30  and  50 
percent  of  patients  who  schedule  an  examination  do  not  keep  their  appointments, 
despite  routine  reminder  calls  by  the  CHDP  unit  (when  they  are  aware  that  an 
appointment  has  been  made)  and  private  providers.  Overbooking  is  a  common 
means  of  compensating  for  this  occurrence. 

■  Transportation  barriers.  Both  state  and  local  program  officials  indicated  that 
transportation  barriers  are  a  significant  obstacle  to  care.  While  the  state  pays  for 
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transportation  for  clients  to  receive  treatment  services,  state  funds  do  not  cover 
transportation  to  appointments  for  CHDP  screens  (although  some  coimty  social 
service  departments  and  private  agencies  allocate  funds  for  this  purpose).  The 
state's  transportation  policy  impedes  CHDP  workers'  ability  to  assist  clients  in 
obtaining  services. 

B.       Issues  Regarding  Provider  Participation 

As  previously  discussed,  private  providers  make  up  the  large  majority  of  the  CHDP  provider  pool. 
Several  important  features  of  the  program  have,  over  the  years,  fostered  this  support  from  the 
private  sector,  including: 

■  Administrative  simplicity.  The  CHDP  billing  process,  which  is  separate  from 
Medi-Cal's,  was  reponed  to  be  very  user-friendly,  much  appreciated  by  providers, 
and  effective  at  minimizing  overhead  costs  incurred  by  physicians  participating  in 
the  program. 

■  Local  program  support.  The  local  CHDP  program  units  facilitate  provider 
participation  in  the  program  in  a  number  of  ways,  and  relations  between  local 
CHDP  programs  and  community  providers  were  generally  reported  to  be  excellent. 
Examples  of  such  local  program  efforts  are  described  below. 

Contra  Costa  County  CHDP  program  was  able  to  address  the  dental  access 
problem  by  establishing  a  "Share  tiie  Load"  program.  By  arranging  a 
rotational  system  whereby  all  appointments  are  made  through  CHDP  aides 
and  the  number  of  children  given  to  any  one  provider  is  controlled,  the 
county  was  recently  able  to  recruit  60  dentists  to  see  CHDP  children, 

The  Sacramento  County  CHDP  unit  contacts  every  new  physician  in  the 
county  to  recruit  them  as  a  CHDP  provider  and  attends  all  area  AAP 
meetings.  In  addition,  the  unit  director  and  CHDP  nurses  are  active  with 
school  advisory  councils  and  other  health  promotion  activities. 

■  Reasonable  fees.  CHDP  fees  are  generally  believed  by  providers  to  be  fair,  in 
stark  contrast  to  the  low  fees  paid  by  the  Medi-Cal  program.  Nonetheless,  an 
increase  in  fees  was  generally  reported  as  needed  since  CHDP  rates  have  not  been 
increased  since  1985.  Two  additional  areas  of  fee  adjustments  were  also 
recommended: 

Fees  for  immunizations  were  reported  to  often  fall  below  cost.  In  some 
cases,  providers  reported  that  they  will  continue  to  refer  children  to  the 
LHD  for  immunizations  until  laboratory  rates  are  adjusted. 

Several  providers  reported  that  a  significant  amoimt  of  staff  time  is  spent 
coordinating  care,  particularly  for  difficult  cases  like  foster  children.  To 
compensate  providers  for  this  significant  outiay  of  resources,  some 
providers  suggested  that  an  additional  case  management  fee  for  complicated 
cases  be  made  available. 
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Despite  the  many  strong  features  of  CHDP  which  encourage  physician  participation,  important 
access  issues  remain.  These  are  largely  due  to  the  general  decline  in  participation  by  providers  in 
Medi-Cal.  According  to  a  recent  survey,  participation  by  private  pediatricians  in  Medi-Cal 
decreased  from  98  percent  in  1978  to  86  percent  in  1991.  Furthermore,  the  survey  found  that  the 
portion  of  pediatricians  who  limit  the  number  of  Medi-Cal  patients  they  will  see  has  increased 
dramatically  over  this  time  period-from  23  percent  in  1978  to  70  percent  in  1991  (Peaslee,  1991). 
Interviews  with  several  pediatricians  who  have  stopped  accepting  new  Medi-Cal  patients,  although 
they  still  have  relatively  large  Medi-Cal  practices,  confirmed  this  trend. 

Declining  physician  participation  in  Medi-Cal  is  due  to  several  factors,  including  low  Medi-Cal 
reimbursement  rates,  restrictive  payment  policies  (namely  prior  authorization  requirements),  and 
cumbersome  billing  procedures.  These  factors  have  not  only  negatively  impacted  children's  access 
to  diagnosis  and  treatment  services  but  to  preventive  services,  as  well,  because  providers  are 
increasingly  refusing  to  see  any  new  Medi-Cal  patients.  Interestingly,  some  providers  are 
particularly  reluctant  to  take  on  children  covered  by  the  state-funded  CHDP  program  because,  in 
contrast  to  children  on  Medi-Cal  who  are  eligible  for  a  comprehensive  range  of  services,  children  in 
the  200  percent  group  do  not  have  the  same  guarantee  that  diagnosis  and  treatment  services  will  be 
covered. 

Finally,  two  issues  related  to  CHDP  provider  participation  were  raised: 

■  Many  local  health  departments  do  not  provide  a  full  range  of  primary  care  services 
and,  therefore,  can  only  enroll  as  Health  Assessment-Only  providers.  As  such,  they 
are  paid  fees  that  are  less  than  those  paid  to  Comprehensive  Care  providers. 
Program  officials  in  local  health  departments  disagree  with  this  policy,  however,  for 
the  reasons  explained  below: 

LHDs  repon  that  they  routinely  treat  a  broad  variety  of  minor  ailments 
in-house  and  refer  out  only  for  more  complicated  conditions.  This  approach 
to  serving  children  mirrors  closely  that  of  private  physicians  who  typically 
qualify  as  Comprehensive  Care  providers. 

LHDs  typically  spend  more  time  with  patients  than  do  private  physicians. 
Therefore,  some  health  department  providers  believe  that  fees  should  be 
adjusted  to  reflect  this  more  intensive  service. 

■  Some  local  program  officials  and  providers  indicated  that  appropriately-trained 
registered  nurses  should  be  permitted  to  provide  CHDP  screens,  as  was  allowed  in 
the  early  years  of  the  program.  Adding  nurses  to  the  program,  they  believe,  would 
help  to  increase  access  to  services,  particularly  in  xmderserved  rural  areas.  Given 
the  emphasis  on  anticipatory  guidance  in  CHDP  exams,  nurses  were  generally 
thought  to  be  very  capable  of  performing  as  screening  providers. 

C.       Issues  Regarding  the  Provision  of  EPSDT  Screening  Services 

This  section  discusses  California's  response  to  OBRA-89  provisions  related  to  the  EPSDT  screen. 
As  discussed  earlier,  these  include  the  provisions  on  partial  screening,  lead  testing,  periodicity,  and 
interperiodic  screens.  First,  however,  issues  regarding  delivery  of  screening  services  in  the  public 
and  private  sectors  are  presented. 
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1. 


Screening  in  the  Public  and  Private  Sectors 


As  previously  mentioned,  although  California's  CHOP  program  is  largely  dominated  by  private 
physicians,  California  officials  indicated  that  one-half  of  all  screening  services  are  delivered  by 
public  CHDP  providers.  Thus,  information  regarding  the  degree  to  which  screens  provided  by 
public  and  private  providers  differ  can  provide  insight  into  the  CHDP  system. 

Interviewees  did,  in  fact,  share  several  observations  regarding  general  differences  in  the  way 
screening  services  are  provided  through  the  public  and  private  sectors.  These  included  the 
following: 

■  Provider  types.  In  public-sector  settings  (e.g.,  health  departments  and  schools), 
CHDP  screens  are  typically  performed  by  nurse  practitioners  and  physician 
assistants.  In  private  offices,  physicians  typically  perform  most  parts  of  the  exam. 

■  Content  of  exams.  Numerous  interviewees  indicated  that  local  health  departments 
are  more  likely  to  conduct  widespread  lead  screening,  while  independent  private 
providers  tend  only  to  target  lead  screens  to  high-risk  children.  However,  Molina 
Medical  Center,  a  primary  care  case  management  plan  in  Sacramento,  did  report 
conducting  universal  lead  screening. 

■  Length  of  screening  examinations.  Public  providers  spend  more  time  with  children 
and  their  parents  than  do  private  physicians  during  a  typical  screening  exam.  On 
average,  an  exam  in  a  health  department  clinic  was  reported  to  take  approximately 
one  hour,  compared  to  the  20  to  40  minutes  reported  by  private  physicians.  The 
longer  time  spent  by  public  providers  is  generally  believed  to  be  due  to  their  greater 
emphasis  on  health  education  and  on  eliciting  and  answering  questions.  However,  it 
was  also  noted  that  private  providers  are  more  likely  to  see  the  same  child  on  a 
routine  basis  and,  therefore,  do  not  have  to  spend  as  much  time  with  families  during 
each  visit.  An  additional  factor  in  the  observed  time  differential  between  public  and 
private  providers  was  also  noted:  the  pressure  on  private  providers  to  not  spend  too 
much  time  in  order  to  avoid  losing  money. 

Despite  the  differences  noted  above,  program  officials  and  providers  consistently  reported  being 
confident  that  the  quality  of  care  rendered  by  both  public  and  private  providers  is  high. 
Furthermore,  since  most  private  providers  have  a  mix  of  privately-  and  publicly-insured  patients, 
the  same  high  standards  are  felt  to  be  used  for  both  privately-  and  publicly-insured  patients.  In 
fact,  CHDP  guidelines  are  in  some  cases  being  used  to  increase  the  overall  standard  of  care  in  a 
practice.  For  example,  one  private  physician  reponed  having  started  providing  vision  and  hearing 
screens  to  all  of  his  patients  at  age  three  in  accordance  with  CHDP  guidelines;  he  previously  began 
these  services  at  age  four.  As  well,  the  Contra  Costa  Health  Plan  uses  CHDP  guidelines  as  the 
standard  of  care  for  all  children  in  the  plan,  not  only  those  on  CHDP. 

Although  certain  differences  between  public  and  private  providers  were  noted,  as  described  above, 
one  particular  part  of  the  screen  was  found  to  be  very  similar  for  public  and  private  providers~the 
likelihood  of  performing  the  Denver  Developmental  exam  as  part  of  the  CHDP  screen.  As 
indicated  earlier,  CHDP  policy  does  not  require  performance  of  the  Denver  Developmental  Exam. 
Most  providers  interviewed  were  in  agreement  with  this  policy  and  perform  the  Denver  only  when 
indicated  by  a  preliminary  test.  However,  some  local  officials  believe  that  the  exam  is  an  important 
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part  of  a  complete  CHDP  screen.  The  Alameda  County  CHDP  program,  for  example,  encourages 
providers  to  perform  Denver  exams  routinely.  This  policy  is  intended  to  reduce  the  likelihood  that 
developmental  problems  in  poor  children  will  be  missed,  as  these  children  rarely  see  the  same 
provider  over  time.  The  state,  however,  has  not  been  supportive  of  this  policy,  primarily  because 
of  cost  concerns  associated  with  additional  fees  charged  by  providers  for  this  service. 


2.       OBRA-89  Provisions  Related  to  the  Screening  Examination 

As  indicated  m  the  previous  discussion,  most  of  the  OBRA-89  provisions  relating  to  the  screening 
exam  produced  Uttle  or  no  effect  on  state  policy  or  provider  practices.  Therefore,  the  following 
discussion  focuses  only  on  those  provisions  identified  by  local  program  officials  and  providers  as 
having  important  policy  implications:  lead  screening  and  interperiodic  screens. 

a.        Implementation  of  lead  screening 

The  Department  of  Health  Services  has  provided  strong  leadership  on  the  lead  screening  issue.  As 
described  earlier,  however,  state  officials  attribute  this  commitment  not  to  OBRA-89,  but  rather  to 
work  by  the  Centers  for  Disease  Control  and  the  Alliance  to  Prevent  Childhood  Lead  Poisoning. 
Some  local-level  programs  have  also  been  quite  active  in  lead  screening,  particularly  in  Alameda 
County,  as  described  below. 

In  1990,  the  Alameda  County  CHDP  program  convened  a  task  force  on  lead  screening.  As  a  result 
of  their  work,  the  county  implemented  a  county-wide  lead  testing  program  six  months  prior  to  the 
state's  lead  testing  mandate.  Under  the  initiative,  CHDP  providers  were  instructed  to  screen  for 
blood  lead  as  part  of  the  comprehensive  exam.  Related  activities  conducted  by  the  CHDP  unit  have 
included: 

■  Conducting  ongoing  provider  education,  including  presentations  to  physicians  at 
Children's  Hospital. 

■  Providing  consuUation  services  to  the  Alameda  County  Lead  Poisoning  Prevention 
Project,  WIC,  and  district  public  health  nurses.  These  collaborations  have  led  to 
the  development  of  a  case  management  protocol  for  lead-exposed  children, 
presentations  on  lead  at  WIC  clinics  in  Spanish,  Chinese,  and  English  (children  with 
high  lead  levels  are  generally  referred  to  the  Alameda  WIC  program),  and  a 
community  health  fair  at  which  CHDP  exams  and  lead  testing  were  offered. 

■  Developing  a  one-page  checklist  for  use  by  providers  in  identifying  children's  risk 
of  lead  exposure.  This  form  can  be  kept  in  the  medical  record  and  used  for 
multiple  visits. 

Despite  strong  leadership  by  the  state  and  some  county  CHDP  programs,  the  universal  lead 
screening  policy  has  been  quite  controversial  in  California.  Interviews  revealed  that,  although 
health  departments  typically  conduct  lead  screening,  many  other  providers  limit  screening  to 
high-risk  children.  Physicians  were  reported  to  be  opposed  to  universal  testing  for  several  reasons, 
including: 

■  They  generally  do  not  view  lead  as  a  problem  in  the  state;  and 
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■        Pediatricians  are  resistant  to  performing  the  venipuncture  procedure,  particularly  on 
babies.  While  most  interviewees  attributed  this  to  providers'  desire  to  avoid 
unnecessary  pain  for  the  child,  one  phlebotomist  interviewed  stated  that  the  capillary 
test  is,  in  fact,  much  more  painftil  for  children  because  of  the  many  nerve  endings 
located  in  the  finger  tip.  He  further  stated  that  physicians'  objections  to 
venipuncture  can  more  likely  be  attributed  to  the  difficulty  of  performing  the 
procedure  and  the  anxiety  it  causes  the  providers.  In  any  case,  the  result  of  this 
situation  is  that  providers  commonly  refer  children  to  blood  drawing  units  for  lead 
screening  rather  than  performing  the  procedure  themselves. 

The  number  of  laboratories  which  perform  blood  analyses  has  proliferated.  As  of  March  1993, 
there  were  approximately  50  laboratories  which  had  been  approved  to  do  blood  lead  analysis.  In 
fact,  the  number  of  lead  tests  performed  each  month-approximately  15,000-is  considered  by  state 
officials  to  possibly  be  excessive.  Providers  and  program  officials  expressed  interest  in  more 
effectively  targeting  efforts  to  high-risk  children,  particularly  Hispanics  and  Asians  who  are  exposed 
to  ceramics  and  folk  medicines  containing  lead. 


b.        Issues  related  to  interperiodic  screens 

Although  some  providers  expressed  a  desire  to  screen  children  when  they  present  for  sick  care  m 
order  to  avoid  missed  opportunities  for  screening,  most  schedule  another  appointment  for  the  CHDP 
exam.  This  is  because  providers  believe  that  die  CHDP  program  typically  does  not  reimburse 
providers  for  interperiodic  screens. 

D.       Issues  Regarding  the  Provision  of  Diagnostic  and  Treatment  Services 

Interviews  with  providers  indicated  that  50  percent  or  more  of  children  who  are  screened  are  found 
to  have  a  health  problem.  The  most  commonly  reported  problems  were  those  related  to  oral  health. 
Other  medical  problems  often  identified  during  CHDP  screens  include  otitis  media,  skin  conditions, 
and  obesity.  In  addition,  children  on  CHDP  are  reportedly  regularly  found  to  have  language  delay 
and  other  problems  associated  with  environmental  deprivation,  including  poor  self-esteem, 
aggressiveness,  and  nutritional  deficiencies. 

Comprehensive  Care  providers  (as  well  as  most  Health  Assessment-Only  providers)  typically  treat 
most  health  problems  in  house,  referring  out  only  about  10  to  15  percent  of  children  with  more 
serious  problems.  Access  to  specialty  providers  was  generally  reported  to  be  good,  except  for 
orthopedists,  child  psychiatrists,  and  particularly  dentists.  The  extent  of  dental  access  problems  is 
illustrated  by  the  situation  in  Merced;  the  major  dental  provider  in  the  community,  a  Community 
Health  Center  clinic,  has  never  been  able  to  accept  patients  under  five  years  of  age  because  of 
limited  capacity. 

As  indicated  previously,  die  OBRA-89  provision  regarding  coverage  of  all  medically  necessary 
services  is  only  beginning  to  stimulate  state-level  discussions  on  possible  service  policy  and  delivery 
system  changes.  Thus,  it  is  not  surprising  that  local-level  providers  generally  had  little  knowledge 
about  this  provision.  However,  CHDP  officials  in  Contra  Costa  County  were  not  only  aware  of  the 
provision  but  had  used  it  successfully  to  add  a  mental  health  specialist  on  staff  to  monitor  children 
with  mental  healtii  and  developmental  problems.  As  well,  California  dentists  have  looked  to 
OBRA-89  as  a  vehicle  for  possible  reform  of  reimbursement  approaches  for  dental  services 
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rendered  to  children.  Specifically,  dental  provider  groups  are  urging  state  officials  to  create  a 
distinct  dental  screen  which  parallels  the  medical  CHDP  screen  and  is  reimbursed  accordingly. 
This  change,  they  believe,  would  both  focus  beneficiaries'  attention  on  the  importance  of  dental 
care  and  stimulate  dentists'  interest  in  serving  publicly-insured  children. 

E.       Issues  Regarding  Special  Service  Deliverv/Integration  Initiatives:  Managed  Care 

The  major  special  service  delivery  initiative  posing  significant  integration  issues  at  this  time  is  that 
related  to  California's  efforts  to  enroll  more  Medi-Cal  beneficiaries  in  managed  care  plans. 
Therefore,  discussion  in  this  section  focuses  on  possible  implications  of  managed  care  expansions 
for  the  CHDP  program. 

During  the  site  visit,  the  clearest  example  of  managed  care's  central  role  in  serving  low-income 
populations  in  California  was  provided  in  Contra  Costa  County.  The  Contra  Costa  Health  Plan 
(CCHP),  a  health  maintenance  organization  sponsored  by  the  county  for  more  than  20  years,  serves 
county  employees,  small  business  employees,  and  publicly-insured  residents.  Of  its  23,000 
members,  35  percent  are  on  Medi-Cal,  representing  13  percent  of  the  county's  total  Medi-Cal 
population.  The  plan  receives  a  capitated  rate  per  enroUee  for  all  services,  including  CHDP. 
CCHP  is  unique  in  that  its  plan  members  have  access  to  both  private-  and  public -sector  providers, 
including  private  specialists,  county  hospitals,  and  public  health  clinics.  As  well,  enhanced 
services,  including  case  management  for  patients  with  intensive  needs,  are  provided  by  the  plan. 
CCHP  is  an  example  of  a  successful  (and  profitable)  organization  serving  both  publicly-  and 
privately-insured  persons. 

The  Contra  Costa  Health  Plan  has  an  important  role  in  serving  children  in  CHDP-70  percent  of  the 
plan's  Medi-Cal  enrollees  are  children.  CCHP  has  established  a  strong  working  relationship  with 
the  local  CHDP  program.  For  children  enrolled  in  CCHP,  the  CHDP  unit  schedules  an 
appointment  for  the  initial  exam.  As  well,  CHDP  monitors  that  children  referred  for  diagnostic  and 
treatment  receive  needed  services. 

Unlike  in  Contra  Costa  County  where  the  health  care  system  has  traditionally  included  managed 
care,  in  other  parts  of  the  state  the  increasing  role  of  managed  care  organizations  in  Medi-Cal  has 
stirred  a  significant  amount  of  debate.  For  example,  in  Sacramento  County,  where  the  CHDP 
program  has  long  relied  upon  individual  private  providers,  local  CHDP  officials  and  providers 
expressed  a  great  deal  of  concern  about  the  rapid  phase-in  of  managed  care.  Their  particular 
concerns  include: 

■  Managed  care's  creation  of  financial  incentives  to  underserve  poor  children. 

■  Managed  care  providers  may  not  be  well-equipped  to  meet  the  Medi-Cal 
population's  special  needs. 

■  Certain  private  pediatricians  with  longstanding  involvement  in  CHDP  have  not  been 
approved  as  managed  care  providers  by  the  state.    This  includes  one  pediatrician 
who  exclusively  serves  the  low-income  population  and  operates  a  mobile  van,  called 
the  Clinic  on  Wheels  (known  as  the  "COW")  that  travels  to  different  locations  each 
day  to  provide  care  to  underserved  children.  As  managed  care  organizations 
command  a  larger  and  larger  share  of  the  market,  such  dedicated  independent 
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providers,  who  may  not  possess  sufficient  capital  reserves  to  satisfy  agencies  that 
review  and  approve  plans,  could  be  forced  out  of  business. 

■  Aggressive  marketing  practices  of  managed  care  providers  may  exploit  clients  with 
little  understanding  of  the  implications  of  enrolling  with  a  managed  care  plan.  For 
example,  several  longtime  clients  of  the  pediatrician  mentioned  above  were  told  by 
marketers  for  a  new  managed  care  plan  that  their  doctor  would  no  longer  serve 
them.  Furthermore,  they  were  clearly  not  apprised  of  the  implications  of  their 
subsequent  em-ollment  with  the  health  plan,  since  they  still  sought  care  from  theu- 
original  doctor. 

Not  surprisingly,  relations  between  the  Sacramento  County  CHDP  unit  and  the  major  primary  care 
case  management  provider-the  Molina  Medical  Center-were  found  to  be  strained.  State  officials 
reported  that,  in  general,  relations  between  managed  care  plans  and  local  CHDP  units  are  weak, 
particularly  in  the  case  of  the  two  county  plans  in  San  Mateo  and  Santa  Barbara  Counties  which  are 
not  responsible  for  providing  CHDP  services. 

In  addition  to  the  concerns  indicated  above,  there  are  several  additional  issues  presented  by  the 
expansion  of  Medi-Cal  managed  care.  These  relate  to  which  entity  is  responsible  for  conducting 
outreach  to  children  in  managed  care  and  whether  CHDP  should  remain  distinct  from  managed  care 
plans,  as  explained  below: 

■  As  indicated  earlier,  social  services  offices  forward  referrals  of  clients  interested  in 
CHDP  to  local  CHDP  units.  However,  for  clients  who  enroll  in  managed  care 
plans,  these  referrals  are  sent  directly  to  the  plans.  Nonetheless,  the  Molina 
Medical  Center  did  not  report  conducting  any  informing  and  outreach  activities  to 
encourage  new  enrollees  to  get  CHDP  screens.  Therefore,  it  appears  that  children 
in  managed  care  plans  are  not  receiving  informing  and  outreach  services. 

■  As  Medi-Cal  managed  care  has  thus  far  evolved  in  California,  payment  for  CHDP 
services  has  been  kept  separate  from  inclusive  rates  paid  to  most  managed  care 
plans.  All  plan  types  but  PHPs  are  currently  reimbursed  on  a  fee-for-service  basis, 
on  top  of  capitation,  for  CHDP  screens  provided  to  enrollees.  Whether  it  is 
desirable  and  practical  to  continue  this  arrangement  as  more  and  more  Medi-Cal 
clients  are  served  by  managed  care,  or  whether  it  is  better  to  integrate  CHDP 
services  and  the  program's  rigorous  standards  for  quality  into  managed  care  service 
packages,  is  an  issue  that  must  be  addressed  as  Medi-Cal  managed  care  expands  its 
reach. 


F.       Issues  Regarding  Data  Reporting  Practices 

California  appears  to  be  reporting  data  for  all  categories  on  the  HCFA-416  in  accordance  with 
HCFA  guidelines.  However,  officials  observed  an  important  limitation  of  their  data,  as  described 
below: 

■        For  reporting  purposes,  the  state  identifies  complete  screens  by  counting 

examinations  during  which  a  medical  history  and  physical  examination  were 
performed.  Data  reported  on  the  number  of  complete  screens  assumes  that  the 
other  components  of  the  screening  examination  (e.g.,  vision  and  hearing  services, 
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laboratory  tests,  and  immunizations)  were  performed.  While  CHDP  programs 
monitor  provider  claim  forms  to  ensure  that  providers  are  performing  all  required 
components  (or  at  least  referring  to  other  providers  for  remaining  services),  the 
operational  definition  of  a  screen  as  a  history  and  physical  does  not  ensure  that 
reported  screens  are,  in  fact,  complete. 

An  additional  issue  raised  by  the  reporting  guidance  relates  to  the  category  of  "eligibles  referred  for 
corrective  treatment. "  As  indicated  previously,  many  children  who  are  identified  as  having  a  health 
problem  during  a  screening  examination  are  treated  immediately  by  the  screening  provider. 
However,  states  are  told  only  to  report  those  children  who  are  referred  to  an  outside  provider. 
Whether  or  not  a  referral  occurs,  however,  is  likely  to  depend  largely  on  the  skills  and  resources  of 
the  screening  provider.  This  issue  raises  the  question  of  what  the  real  intent  of  this  data  category 
is,  or  should  be.  Specifically,  is  it  more  important  to  obtain  information  on  the  number  of  children 
referred  out  for  follow-up  care,  as  currently  worded  in  the  HCFA  guidance?  Or  would  the 
HCFA-416  be  more  useful  if  it  reported  the  number  of  children  that  were  found,  as  a  result  of 
receiving  an  EPSDT  screen,  to  have  an  illness? 


v.       Lessons  Learned  and  Issues  for  the  Future 

This  section  summarizes  the  CHDP  program  design,  California's  responses  to  the  OBRA-89 
legislation,  and  strengths  and  weaknesses  of  the  program.  Finally,  several  issues  for  the  future  are 
raised. 

A.       Summary  of  Program  Design 

California's  CHDP  program  is  unique  among  states  in  that  it  serves  not  only  Medi-Cal-eligible 
children  but  also  children  up  to  200  percent  of  the  federal  poverty  level  with  state  funds.  Daily 
administration  of  CHDP  is  largely  conducted  by  county-level  program  units,  typically  located  in 
local  health  departments,  under  broad  guidance  from  the  CHDP  Branch  in  the  state  Department  of 
Health  Services.  The  Department  of  Social  Services  is  responsible  for  informing  families  about 
CHDP  when  they  are  applying  for  welfare  programs  and  for  referring  interested  clients  to  the  local 
program  units.  In  turn,  local  CHDP  staff  provide  intensive  informing  services  to  referred  families 
and  monitor  to  see  that  children  receive  needed  diagnosis  and  treatment  services.  Local  CHDP 
programs  also  conduct  community  outreach  and  education  programs  and  recruit  and  approve  CHDP 
providers. 

Both  public  and  private  providers  participate  in  CHDP,  although  private  physicians  largely 
dominate  the  provider  pool.  Widespread  support  by  private  physicians  is  due  mainly  to  the  CHDP 
program's  simple  administrative  procedures  and  relatively  high  reimbursement  fees.  While  access 
to  most  specialty  services  was  generally  reported  to  be  good,  availability  of  dental  care  is  extremely 
limited.  Furthermore,  overall  access  to  services  for  publicly-insured  children  is  becoming  more 
restricted  because  providers  are  increasingly  limiting  their  participation  in  the  Medi-Cal  program. 
Low  Medi-Cal  fees  along  with  cumbersome  billing  procedures  largely  accoimt  for  this  trend. 
Managed  care  providers,  long  a  part  of  California's  health  care  system,  are  increasingly  being 
incorporated  into  the  Medi-Cal  program. 
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B.       Summary  of  State  Responses  to  OBRA-89 


California's  CHDP  program  has  not  changed  significantly  in  response  to  OBRA-89.  The  impact  of 
the  legislation's  provisions  on  who  may  provide  screens,  the  frequency  with  which  screens  may  be 
provided,  the  content  of  screening  examinations,  and  coverage  of  optional  services  has  been  limited, 
as  indicated  below: 

■  Who  may  provide  screens:  California  has  not  added  a  "partial  screener"  provider 
category  in  response  to  OBRA-89.  While  there  is  a  "partial  screen"  hilling 
category,  it  was  in  place  before  passage  of  OBRA-89. 

■  The  frequency  of  screens:  In  response  to  OBRA-89,  the  state  developed  a  distinct 
periodicity  schedule  for  dental  services.  Distinct  periodicity  schedules  for 
screening,  vision,  and  hearing  services  were  already  established  prior  to  passage  of 
the  law. 

■  The  content  of  screening  examinations:  California's  efforts  to  promote  lead 
screening  were  in  place  long  before  OBRA-89,  although  when  the  law  passed  the 
state  amended  its  periodicity  schedule  to  specifically  include  lead  screening. 

■  Coverage  of  optional  services:  The  state  has  made  only  minor  modifications  to  its 
state  plan  since  1989.  In  early  1993,  an  interagency  workgroup  was  established  to 
discuss  state  options  for  expanding  coverage  policies  in  response  the  OBRA-89 
legislation. 


C.       Overall  Strengths  and  Weaknesses  of  the  Program 

This  chapter  has  highlighted  many  strengths  and  weaknesses  of  the  CHDP  program.  These  may  be 
summarized  into  three  major  categories:  access  to  CHDP  screening  services,  outreach,  and 
providers. 

■  Access  to  CHDP  screening  services.  Eligibility  criteria  for  Medi-Cal  and  the 
CHDP  program  are  very  generous.  Nonetheless,  the  overall  portion  of 
Medi-Cal-eligible  children  who  are  screened  has  decreased  dramatically  in  recent 
years.  Screening  rates,  however,  vary  considerably  by  age  group;  a  very  high 
portion  of  infants  are  reached,  but  adolescents  remain  severely  underserved. 

■  Outreach.  There  are  several  strong  components  of  the  CHDP  informing  and 
outreach  process.  These  include  intensive  informing  activities  by  local  CHDP 
programs  and  the  strong  feedback  loop  through  which  CHDP  units  routinely  receive 
copies  of  screening  forms  and  information  on  children  referred  for  diagnostic  and 
treatment  services.  A  major  shortfall  of  the  process,  however,  is  that  only  those 
families  that  indicate  an  interest  in  CHDP  during  the  welfare-based  eligibility 
interview  are  generally  referred  to  the  CHDP  imit.  Furthermore,  mailing  labels  for 
children  due  a  screening  examination  are  only  provided  to  local  programs  for 
children  imder  age  three. 
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■  Providers.  CHDP's  simple  billing  procedures  and  relatively  high  fees  (in 
comparison  to  Medi-Cal  fees)  were  found  to  be  important  factors  in  physicians' 
widespread  support  of  the  program.  However,  since  screening  fees  have  not  been 
increased  in  many  years,  an  increase  in  screening  reimbursement  rates  may  be 
necessary  to  maintain  provider  support  of  and  participation  in  the  program. 
Likewise,  attention  to  Medi-Cal's  fee  strucmre  and  billing  procedures  is  important 
in  light  of  declining  physician  participation  in  Medi-Cal. 

D.       Issues  Needing  to  be  Addressed  in  the  Future 

Because  of  California's  generous  AFDC  and  Medically  Needy  income  thresholds  and  the  inclusion 
of  state-funded  children,  eligibility  for  CHDP  is  quite  broad.  However,  California's  low  screening 
rates  indicate  that  a  small  portion  of  these  children  are  reached  by  the  program.  The  state's 
culmrally  diverse  population  and  the  large  variety  of  languages  spoken  present  major  challenges  to 
the  health  care  system.  Additional  challenges  to  the  program  needing  to  be  addressed  in  the  future 
include: 

■  Improving  access  to  dental  services.  The  most  pressing  problem  reported  across 
site  visit  locations  was  poor  access  to  dental  services.  In  order  to  meet  children's 
comprehensive  health  care  needs,  the  state  will  need  to  adopt  strategies  to  broaden 
the  supply  of  dentists  willing  to  serve  publicly-insured  children. 

■  Clarifying  the  CHDP  unit's  role  under  managed  care.  As  the  role  of  managed 
care  in  serving  the  Medi-Cal  population  expands,  it  will  be  important  to  clarify  and 
potentially  modify  CHDP  units'  role  in  serving  children  and  administering  the 
program. 
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Chapter  II:  Georgia 
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I.  Introduction 


This  chapter  presents  a  case  study  of  the  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment 
(EPSDT)  program  in  Georgia.  The  discussion  and  analysis  are  based  on  the  findings  of  a  site  visit 
to  the  state  by  a  three-person  consulting  team  conducted  during  the  week  of  June  14-17,  1993. 

Over  the  course  of  the  four-day  visit,  the  consulting  team  met  with  a  range  of  state  and  local 
program  officials,  as  well  as  public  and  private  providers  of  EPSDT  services.  State-level  meetings 
were  conducted  with  representatives  of  the  Department  of  Medical  Assistance,  including  the 
Commissioner,  the  Maternal  and  Child  Health  (MCH)  Division  Director,  the  Medicaid  Coordinator, 
and  the  Project  Director  for  the  MCH  hotline,  as  well  as  with  staff  from  the  Department  of  Human 
Resources,  Division  of  Public  Health. 

In  addition  to  providing  an  opportunity  to  meet  with  state-level  representatives,  the  site  visit  was 
also  designed  to  expose  the  consulting  team  to  a  variety  of  local  service  delivery  systems. 
Therefore,  visits  were  conducted  to  several  cities  and  towns  around  the  state,  including  both  large 
and  small,  urban  and  rural  areas,  representing  a  range  of  community  types.  These  included: 
Fulton  County,  a  large  urban  center  including  the  state  capitol  of  Atlanta;  Macon,  a  medium-sized 
city  in  the  central  part  of  the  state;  Valdosta,  a  rural  mid-sized  community  in  the  Southern  tip  of 
Georgia;  and  Plains,  a  small  rural  town  located  midway  between  Macon  and  Valdosta.  During 
these  visits,  the  consulting  team  spoke  with  numerous  local-level  program  officials  and  providers. 
Specifically,  in  Atlanta  meetings  were  conducted  with  the  Atlanta  Public  School  System,  the 
Southwest  Community  Hospital  Primary  Care  Center,  the  Fulton  County  Health  Department,  and  a 
pediatrician  in  private  practice.  Meetings  were  also  held  with  the  Lowndes  County  Health 
Department  in  Valdosta,  the  Plains  Medical  Center  of  Stewart-Webster  Rural  Health,  Inc.  in  Plains, 
and  the  Bibb  County  Department  of  Family  and  Children  Services  in  Macon.  (Please  refer  to 
Appendix  A  in  Volume  I  for  the  complete  site  visit  agenda). 


II.       Background  on  the  State  of  Georgia 

To  provide  a  context  for  understanding  Georgia's  EPSDT  program,  this  section  is  devoted  to  a 
discussion  of  relevant  background  information.  Five  areas  are  discussed.  First,  general 
characteristics  of  the  State  of  Georgia  and  its  population  are  presented.  Second,  an  overview  of  the 
state's  Medicaid  and  EPSDT  programs,  including  a  description  of  recipients  and  program 
expendimres,  is  provided.  Third,  recent  activities  in  Georgia  to  expand  and  enhance  maternal  and 
child  health  services  under  Medicaid/EPSDT  are  also  described.  Next,  an  overview  of  the  agencies 
which  are  involved  in  administering  EPSDT  is  provided  and,  finally,  the  nature  of  state-local 
government  relationships  within  Georgia  and,  specifically,  within  these  agencies  is  discussed. 


A.       The  State  of  Georgia 

Georgia,  the  largest  of  the  U.S.  states  east  of  the  Mississippi,  is  a  primarily  agricultural  state 
located  in  the  southeastern  portion  of  the  United  States  (Encyclopedia  Britannica,  1993).  The 
majority  of  the  population,  which  totaled  6.5  million  in  1990  (U.S.  Bureau  of  the  Census,  1990),  is 
concentrated  in  the  area  including  and  immediately  surrounding  Atlanta,  which  is  located  in  Fulton 
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and  part  of  DeKalb  Counties.  Approximately  40  percent  of  the  population  resides  in  rural  areas  of 
the  state  (Centers  for  Disease  Control,  1990). 

Of  the  6.5  million  Georgians,  70  percent  are  white,  27  percent  are  African  American,  and  less  than 
2  percent  are  Asian  or  Pacific  Islander.  A  significant  portion  of  the  population,  17  percent  in  1991, 
live  below  the  federal  poverty  line  (U.S.  Bureau  of  the  Census,  1990).  In  1992,  approximately  13 
percent  of  Georgia's  population  received  Medicaid-covered  services  (U.S.  Bureau  of  the  Census, 
1992;  Health  Care  Financing  Administration  [HCFA],  1993). 

As  in  most  other  southern  states,  lack  of  health  insurance  is  a  widespread  problem  in  Georgia.  In 
1992,  13  percent  of  Georgia's  children  age  17  and  under  did  not  have  health  insurance  (Employee 
Benefits  Research  Institute,  1993).  As  will  be  discussed  below,  Georgia  has  undertaken  a  variety  of 
efforts  in  recent  years  to  ameliorate  this  particular  problem  by  expanding  Medicaid  coverage  of 
pregnant  women  and  children. 


B.       Overview  of  the  Medicaid  and  EPSDT  Programs 

Between  1989  and  1992,  die  size  of  Georgia's  Medicaid  population  grew  dramatically.  As 
illustrated  in  Table  II-l,  during  1992,  die  program  covered  876,200  recipients",  a  56  percent 
increase  over  the  1989  enrollment  of  562,500  individuals.  The  increase  in  expenditures  over  this 
time  period  was  even  more  significant.  In  1989,  the  total  cost  of  Medicaid  services  to  Georgia 
recipients  was  $1.3  billion.  In  1992,  that  amount  had  increased  by  71  percent  to  $2.2  billion. 


i:  1 

Table  II-l. 

rOTAL  MEDICAID  RECIPIENTS  AND  EXPENDITURES,  GEORGIA, 
CALENDAR  YEARS  1989  AND  li>92. 

1989 

1992 

Percent  Change 
1989-1992 

Total  Medicaid  Recipients 

562,550 

876,184 

55.8% 

Total  Medicaid  Expenditures 
(in  $  1,000s) 

$1,300,802 

$2,224,391 

71.0% 

Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data.  1994. 


To  ensure  consistency  across  the  various  reporu  produced  under  this  project,  all  data  describing  the 
Medicaid  population  were  drawn  from  SysteMetrics'  analyses  of  the  Tape-to-Tape  data  files.  Please 
note  that,  in  accordance  with  SysteMetrics'  definition  of  the  analysis  population,  the  data  presented  in 
this  report  exclude  persons  enroUed  in  capitated  plans,  residing  in  institutions  (nursing  homes, 
intermediate  care  facilities  for  the  mentally  retarded,  and  inpatient  psychiatric  faciUties),  and 
possessing  dual  Medicare  and  Medicaid  coverage.  (More  detailed  information  on  the  data  sources  and 
methods  used  by  SysteMetrics  for  their  analyses  is  presented  in  their  Year  1  report.  The  Use  of  EPSDT 
and  Other  Health  Care  Services  by  Medicaid  Children,  1989.) 
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In  both  study  years.  Medicaid  recipients  under  age  21  in  Georgia  comprised  approximately  half  of 
the  total  Medicaid  population-50  and  56  percent  of  total  recipients  were  children  in  1989  and  1992, 
respectively.  As  shown  in  Table  11-2,  the  breakdown  of  the  state's  child  Medicaid  recipients  by 
eligibility  category  followed  a  similar  pattern  in  both  study  years.  Not  surprisingly,  children 
eligible  through  the  Aid  to  Families  with  Dependent  Children  (AFDC)  program  made  up  the  largest 
portion  of  children  in  the  Medicaid  population-74  percent  in  1989  and  a  smaller  56  percent  in 
1992.  Children  eligible  through  the  poverty-level  expansions  made  up  the  next  largest  group- 10 
percent  in  1989  and,  following  the  implementation  of  fiirther  expansions  for  children  (described  in 
Section  11,  C  below),  more  than  one-quarter  of  child  recipients-26  percent-in  1992.  The  three 
remaining  groups  of  child  recipients  were,  in  descending  order.  Medically  Needy  and  other  non- 
cash child  recipients  (9  percent  in  1989  and  12  percent  in  1992),  SSI  blind/disabled  (4  percent  in 
both  years),  and  foster  care  children  (3  and  2  percent  in  1989  and  1992,  respectively)." 


Table  11-2. 

CHILD  MEDICAID  RECIPIENTS  UNDER  21 
BY  ELIGlBILm^  CATEGORY,  GEORGIA, 
r  Ai  PNtniP  VFARS  rqso  ANm 

1989 

1992 

Eligibility  Category 

Number 

%  of  Total 
Children  on 
Medicaid 

Number 

%  of  Total 
Children  on 
Medicaid 

AFDC  Cash  Assistance 

207,186 

74.1% 

274,341 

56.2% 

Poverty-Related 

29,204 

10.4% 

127,517 

26.1% 

Medically  Needy/Other 
Non-Cash  Recipients 

24,230 

8.7% 

56,549 

11.6% 

SSI  Blind/Disabled 

11,741 

4.2% 

20,272 

4.2% 

Foster  Care 

7,110 

2.5% 

9,130 

1.9% 

TOTAL 

279,471 

100.0%* 

487,809 

100.0% 

♦Columns  may  not  sum  exactly  to  100.0%  due  to  rounding. 
Source;  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


For  their  analyses,  SysteMetrics  assigned  children  under  age  21  to  the  Medicaid  eligibility  group  under 
which  they  were  covered  for  the  greatest  number  of  months  during  the  study  year.  The  five  eUgibility 
categories  used  by  SysteMetrics  were:  (1)  SSI  disabled,  which  includes  blind  and  disabled  Medicaid 
children,  regardless  of  cash  assistance  status  or  family  income;  (2)  AFDC  cash  assistance  recipients, 
regardless  of  whether  they  quaUfy  as  children  or  adults;  (3)  foster  care  children,  which  includes  AFDC 
Title  rV-E  children  and  medically  needy  child  welfare  recipients;  (4)  enrollees  quahfying  as  children 
or  pregnant  women  (<21  years  of  age)  under  the  poverty-related  expansions;  and  (5)  medically  needy 
and  other  children  not  otherwise  classified,  including  so-called  Ribicoff  children. 
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Preventive  health  care  services  for  Medicaid-eligible  children  are  provided  for  the  most  part  through 
EPSDT.  However,  Georgia's  success  rate  of  delivering  well-child  exams  (or  "screens")  to  eligible 
children  has  traditionally  been  low.  According  to  data  reported  by  the  state  on  HCFA  Form  420  , 
in  Fiscal  Year  (FY)  1989  less  than  half-44  percent-of  children  received  EPSDT  screening 
examinations,  as  compared  to  a  national  rate  of  39  percent  (HCFA,  1990).  By  FY  1992,  that 
portion  had  dropped  significantly  to  23  percent  (HCFA,  1993a).  The  national  rate  also  dropped 
from  39  percent  in  FY  1989  to  36  percent  in  FY  1992  (HCFA,  1990,  1993a).  However,  these 
screening  rates  vary  significantly  by  age  group.  Reported  data  indicate  that  younger  children  in 
Georgia,  and  nationally,  are  much  more  likely  to  receive  screening  services  than  are  older  children, 
as  shown  in  Table  II-3. 


Table  II-3. 

GEORGIA-SPECIFIC  AND  NATIONAL  EPSDT  PARTICIPATION  RATES. 
BY  AGE,  FISCAL  YEARS  X989  AND  1992. 

Age 

EPSDT  Participation  Rate 

<1 

yr- 

1-5 

yrs. 

6-14 
yrs. 

15-20 
yrs. 

Total 

Georgia  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

44% 

National  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

39% 

Georgia  FY  1992  Participation  Rate 

44% 

28% 

15% 

9% 

23% 

National  FY  1992  Participation  Rate 

68% 

45% 

25% 

17% 

36% 

n/a=  not  applicable.  In  FY  1989,  HCFA  had  not  yet  required  states  to  break  down  EPSDT  data  by  age. 
Sources:  HCFA  420,  FY  1989;  HCFA  416,  FY  1992. 


C.       Recent  Initiatives  to  Improve  Maternal  and  Child  Health 

Georgia  has  enhanced  its  Medicaid  program  in  a  variety  of  ways  in  an  effort  to  improve  the  health 
of  pregnant  women  and  children.  These  efforts  may  be  divided  into  three  categories:  expanding 
income  eligibility  thresholds;  streamlining  the  Medicaid  eligibility  process;  and  enhancing  prenatal 
services.  Each  is  described  in  turn  below. 


1.        Expanding  Income  Eligibility  Thresholds 

Like  most  other  southern  states,  Georgia  has  fairly  aggressively  expanded  Medicaid  coverage  of 
maternal  and  child  populations  since  the  mid-1980s.  Between  1986  and  1990,  Congress  passed 
several  laws  giving  states  the  option  of  expanding  Medicaid  coverage  to  pregnant  women  and 
children.  Although  most  states'  first  initiatives  to  expand  Medicaid  coverage  were  targeted  to 
pregnant  women,  Georgia's  early  efforts  focused  on  young  children.  In  October  1987,  soon  after 
permitted  by  Congress  to  do  so,  Georgia  broadened  its  Medicaid  program  to  cover  children  up  to 
age  two  with  family  incomes  below  the  federal  poverty  level  (FPL).  During  the  first  study  year 
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1989,  the  state  was  covering  children  up  to  age  three  with  family  incomes  mider  the  FPL. 
Additional  expansions  for  children  were  added  over  the  next  several  years.  In  1992,  the  final  study 
year,  the  state  was  in  compliance  with  federally-mandated  Medicaid  expansions  for  children;  for 
most  of  this  year,  states  were  required  to  cover  children  up  to  age  six  with  family  incomes  up  to 
133  of  the  FPL  as  well  as  children  through  age  nine  under  the  poverty  level  (see  Table  II-4). 

Once  expansions  for  children  were  initiated,  the  state  also  began  taking  advantage  of  coverage 
options  for  pregnant  women  and  infants.  Georgia  first  broadened  coverage  for  this  population  in 
January  1989,  the  start  of  the  first  study  year,  by  expanding  the  income  standard  fi-om  45  percent  of 
the  FPL  (the  mcome  threshold  for  the  AFDC  program)  up  to  100  percent  of  the  FPL,  the  maximum 
level  then  allowed  by  law.  The  next  year,  coverage  for  pregnant  women  and  children  imder  age  six 
was  expanded  to  133  percent  of  poverty  as  required  by  Congress,  the  level  at  which  this  group  was 
still  being  covered  during  the  final  study  year  1992. 


SELECTED  MEDICAID  INCOME  ELIGIBIUTY  THRESHOLDS,  GEORGIA, 

JULY  1989  AND  1992. 

1989 

1992 

Eligibility  Category 

Annualized 

Income 
Eligibility 
Threshold 

Percent  of 
Federal 
Poverty 
Levelt 

Aimualized 

Income 
Eligibility 
Threshold 

Percent  of 
Federal 
Poverty 
Levelt 

AFDC 

$4,968* 

49.4% 

$5,088* 

44% 

Medically  Needy 

$4,404** 

43.8% 

$4,500** 

38.9% 

OBRA  Expansion  Groups 

Pregnant  Women  and  Infants 

$10,060 

100% 

$15,388 

133% 

Children  up  to  3  years 

$10,060 

100% 

n/a 

n/a 

Children  up  to  6  years 

n/a 

n/a 

$15,388 

133% 

Children  6-9  years 

n/a 

n/a 

$11,570 

100% 

t  The  1989  federal  poverty  level  for  a  family  of  three  was  $10,060. 
t  The  1992  federal  poverty  level  for  a  family  of  three  was  $11,570. 
*  This  figure  represents  the  state's  Need  Standard  for  a  family  of  three. 

•*  This  figure  represents  the  state's  Medically  Needy  Protected  Income  Level  for  a  family  of  three, 
n/a = not  appMcable. 

Sources:  National  Governors'  Association.  MCH  Update,  July  1989,  July  1992;  Hill,  I.  The  Medicaid  Expansions  for 
Pregnant  Women  and  Children:  A  State  Program  Characteristics  Information  Database,  Health  Systems  Research.  Inc., 
1992. 


More  recently  and  subsequent  to  the  end  of  the  study  period,  state  activity  to  expand  coverage  of 
these  populations  increased  dramatically.  In  January  1993,  the  income  eligibility  standard  for 
pregnant  women  and  infants  was  raised  to  150  percent  of  the  FPL.  Six  months  later  in  July  1993, 
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it  was  raised  again  to  185  percent  of  poverty,  the  maximum  coverage  level  permitted  by  the 
Omnibus  Budget  Reconciliation  Act  of  1987.  By  mid-1993,  of  the  110,000  births  occurring 
annually  in  Georgia,  about  half  were  funded  by  Medicaid  (Georgia  Department  of  Human 
Resources,  1993).  This  is  double  the  proportion  of  births  funded  by  Medicaid  just  a  few  years 
earlier-24  percent  of  births  were  being  funded  by  Medicaid  in  1988  (Children's  Defense  Fund, 
1992). 

Additionally,  Georgia  recently  joined  the  small  group  of  states  that  have  significantly  broadened 
Medicaid  coverage  of  children  beyond  federal  requirements.  Effective  July  1,  1993,  the  state 
extended  Medicaid  coverage  to  children  up  to  age  19  with  family  incomes  below  the  federal  poverty 
level,  rather  than  waiting  until  the  year  2001  to  cover  this  population  as  mandated  by  Congress.^ 

2.       Streamlining  the  Medicaid  Eligibility  Process 

To  complement  the  Medicaid  expansions,  Georgia  has  adopted  numerous  strategies  to  streamline  the 
complex  Medicaid  eligibility  process  and  further  ease  financial  barriers  to  coverage.  These  include: 

■  Dropping  the  assets  test.  Like  most  states,  Georgia  dropped  the  assets  (or  resource) 
test  for  pregnant  women  and  children  several  years  ago.  At  the  beginning  of  the 
study  period--in  January  1989--this  policy  was  adopted,  thereby  eliminating  the 
extensive  resource  verification  process  and  greatly  simplifying  the  application 
procedure.  Furthermore,  the  state  recently  adopted  a  policy  (in  effect  subsequent  to 
the  study  period)  whereby  statements  of  income,  upon  which  eligibility 
determinations  are  based,  are  accepted  without  verification. 

■  Adopting  continuous  eligibility.  OBRA-86  permitted  states  to  grant  pregnant  women 
continuous  coverage  throughout  the  course  of  their  pregnancy  and  for  a  60-day 
postpartum  period.    In  January  1989,  Georgia  elected  to  adopt  this  option,  thereby 
allowing  pregnant  women  to  forgo  traditional  schedules  for  eligibility  determination. 
This  policy  was  in  effect  throughout  the  study  period. 

■  Shortening  the  application  form.  Also  in  January  1989,  the  state  shortened  its 
Medicaid  application  form.  More  recently  and  after  the  study  period,  in  January 
1993,  the  form  was  further  refined  into  a  special  one-page  Medicaid  application  for 
pregnant  women  and  children  (see  Appendix  A).  This  form,  which  is  included  in 
an  informational  brochure,  can  be  processed  entirely  through  the  mail,  thereby 
eliminating  the  need  for  an  applicant  to  have  an  in-person  interview  with  an 
eligibility  worker. 

■  Adopting  presumptive  eligibility.  Although  not  in  effect  during  the  evaluation 
period,  beginning  in  January  1993,  Georgia  adopted  presumptive  eligibility  which 


OBRA-90  required  states  to  provide  Medicaid  coverage  to  children  bom  after  September  30,  1983 
living  below  poverty.  According  to  the  annual  phase-in  schedule,  expansions  are  to  occur 
incrementally  so  that,  by  October  2001,  children  up  to  age  nineteen  will  be  covered.  Georgia 
expedited  this  expansion  by  taking  advantage  of  authority  granted  in  Section  1902(r)(2)  of  the  Social 
Security  Act.  This  provision  allows  states  to  determine  Medicaid  financial  eligibility  using  more 
liberal  methods  for  disregarding  income  and  resources  than  those  used  for  the  AFDC  program. 
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allows  qualified  providers  to  grant  immediate,  temporary  Medicaid  coverage  to 
pregnant  women  while  a  formal  eligibility  determination  is  being  made. 

■  OutsUUioning  eligibility  workers.  Georgia  facilitates  applications  by  children  and 
pregnant  women  by  placing  eligibility  workers  at  local  health  departments  and  other 
sites  where  they  are  likely  to  seek  care.  Georgia  outstationed  eligibility  workers  at 
these  sites  before  Congress  mandated  through  OBRA-90  that  such  workers  be 
posted  at  disproportionate  share  hospitals  and  Federally  Qualified  Health  Centers. 
Thus,  this  policy  was  in  effect  throughout  the  study  period. 

■  Other  streamlining  strategies.  Although  not  in  effect  during  the  years  under  study, 
eligibility  will  be  further  streamlined  by  the  addition  in  January  1994  of  a  new  on- 
line computer  system  at  local  DFCS  offices  which  wiU  make  immediate  eligibility 
determinations  as  well  as  generate  Medicaid  cards  on  site. 


3.        Enhancing  Services  for  Pregnant  Women 

In  addition  to  expanding  income  eligibility  thresholds  and  streamlining  the  Medicaid  eligibility 
process,  Georgia  has  worked  to  enhance  the  content  and  quality  of  care  provided  to  pregnant 
women.  Like  most  other  states,  Georgia  has  broadened  Medicaid's  prenatal  benefit  package  beyond 
medical  benefits  to  include  support  services,  as  well.  A  large  body  of  literature  indicates  that 
appropriate  prenatal  benefits  for  high-risk  women  should  include  support  services  (e.g.,  care 
coordination/case  management,  nutritional  and  psychosocial  coimseling,  and  health  education)  to 
better  meet  women's  diverse  needs  (see  National  Governors'  Association,  1990). 

In  August  1988,  local  health  departments  were  authorized  to  provide  care  coordination  and  risk 
assessment  services  to  pregnant  women  on  Medicaid.  Then,  in  April  1991,  the  prenatal  benefit 
package  was  broadened  to  include  health  education  and  home  visiting  services.  Soon  after  the 
benefits  were  added,  the  home  visiting  service  was  further  expanded  to  include  two  visits  during  the 
postpartum  period  to  new  mothers  and  their  babies.  During  the  postpartum  visits,  a  home 
evaluation  and  parenting  skills  assessment  are  done.  Furthermore,  if  the  provider  is  appropriately 
trained,  an  EPSDT  screen  may  be  performed  on  the  infant.  The  focus  of  these  services  is  to  help 
ensure  that  children  get  off  to  a  heaUhy  start. 


D.       State  Agency  Roles  in  EPSDT 

Primary  responsibility  for  administration  and  operation  of  the  EPSDT  program  in  Georgia  lies  with 
two  state  agencies,  the  Department  of  Medical  Assistance  and  the  Department  of  Human  Resources. 
Both  are  executive-level  agencies  whose  Commissioners  report  directly  to  the  Governor  (see 
Figure  II-l).  The  specific  responsibilities  of  these  agencies  are  described  below. 

The  Department  of  Medical  Assistance  (DMA)  has  overall  responsibility  for  administration  of  the 
Medicaid  program,  including  EPSDT.  These  responsibilities  include  setting  policy  on  all  aspects  of 
the  program,  enrolling  providers,  processing  claims,  reimbursing  providers,  managing  data  systems, 
and  meeting  federal  reporting  requirements  for  the  Medicaid  and  EPSDT  programs. 
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Figure  II-l. 

ORGANIZATIONAL  RELATIONSHIPS  OF  GEORGIA  STATE 
AGENCIES  WITH  RESPONSIBILITY  FOR  EPSDT. 


GOVERNOR 


Department  of 
Medical  Assistance 
Administers  Medicaid, 
including  EPSDT 


Department  of 
Human  Resources 


Division  of  Division  of  Family 

Public  Health  &  Children  Services 

-  EPSDT  outreach  -  Medicaid  eligibility 

-  EPSDT  screening  provider  -  EPSDT  informing 


The  responsibility  of  the  Department  of  Human  Resources  (DHR)  with  regard  to  the  EPSDT 
program  lies  within  two  of  the  agency's  divisions,  the  Division  of  Family  and  Children  Services 
(DFCS)  and  the  Division  of  Public  Health  (DPH).  Both  DFCS  and  DPH  are  under  contract  with 
the  Department  of  Medical  Assistance  to  perform  certain  key  program  functions,  as  explained 
below. 

The  Division  of  Family  and  Children  Services  is  responsible  for  administering  a  range  of  welfare 
programs,  including  Aid  to  Families  with  Dependent  Children,  Food  Stamps,  Child  Protective 
Services,  foster  care,  and  General  Assistance.  In  addition,  DFCS  is  responsible  for  administering 
the  Medicaid  eligibility  process.  All  Medicaid-eligible  children  are  also  eligible  for  EPSDT.  While 
assisting  applicants  through  the  Medicaid  application  process,  DFCS  workers  are  required  to  inform 
families  with  children  about  the  benefits  of  the  EPSDT  program  and  offer  them  the  opportunity  to 
participate. 

The  Division  of  Public  Health  (DPH)  within  DHR  is  the  umbrella  agency  for  the  state's  159  local 
health  departments  (LHDs),  each  of  which  is  enrolled  as  an  EPSDT  provider.  In  addition  to 
overseeing  LHD's  provision  of  EPSDT  screening  services,  DPH  is  responsible  for  overseeing 
outreach  and  follow-up  activities  for  children  in  EPSDT,  which  are  also  conducted  by  LHDs. 
Responsibility  for  EPSDT  outreach  was  transferred  to  the  Division  of  Public  Health  in  July  1985; 
prior  to  that  time,  DMA  contracted  with  DHR's  Division  of  Family  and  Children  Services  to 
conduct  outreach  services. 

E.       State-Local  Governance 

The  State  of  Georgia  is  divided  into  159  counties,  each  of  which  has  an  independent  board  of  health 
which  oversees  the  activities  of  the  county  health  department.  Similarly,  each  county  has  its  own 
locally-administered  DFCS  office.  As  local  public  health  departments  and  DFCS  offices  are 
governed  by  counties,  the  state  Divisions  of  Public  Health  and  Family  and  Children  Services  have 
no  direct  line  of  authority  over  county  operations. 

However,  the  structure  of  the  state's  public  health  system  has  been  designed  to  facilitate  state-local 
collaboration.  Counties  are  organized  into  19  health  districts,  ranging  in  size  from  one  to  16 
counties.  Each  district  is  managed  by  a  District  Health  Director  who  is  responsible  for  planning, 
coordinating,  and  directing  all  public  health  and,  until  July  1994,  all  mental  health  services.  The 
District  Health  Director,  who  is  appointed  by  the  Commissioner  of  the  Department  of  Human 
Resources  and  approved  by  the  boards  of  health  of  all  counties  in  the  district,  serves  as  the  Chief 
Executive  Officer  on  each  of  the  county  boards  of  health  in  the  district. 

District  Health  Directors  are  in  the  unique  position  of  reporting  both  to  the  Division  of  Public 
Health  as  well  as  to  the  county  boards  of  health.  Because  of  this  dual  line  of  authority.  District 
Health  Directors  act  as  intermediaries  between  state  and  county  public  health  officials.  In  most 
cases.  District  Health  Director  positions  are  entirely  state-funded;  some  positions,  however,  are 
jointly  funded  by  the  state  and  the  counties  in  the  district. 
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III.     EPSDT  Program  Components  and  State  Responses  to  OBRA-89 

EPSDT  programs  are  by  nature  complex  in  design.  This  complexity  is  due  to  several  factors. 
First,  interagency  administration  of  EPSDT  is  common.  Secondly,  both  public  and  private 
providers  deliver  EPSDT  services.  Furthermore,  states  have  a  great  deal  of  flexibility  in  designing 
their  programs;  therefore,  there  is  considerable  variation  across  states'  EPSDT  programs.  In 
Georgia,  the  fact  that  counties  are  locally  governed  means  that  further  variation  occurs  at  the  local 
level. 

This  section  aims  to  provide  a  broad  understanding  of  Georgia's  EPSDT  program,  as  well  as 
alterations  made  by  the  state  in  response  to  OBRA-89.  Six  major  program  components  are 
discussed,  including: 

■  Informing  and  outreach; 

■  Provider  participation; 

■  The  EPSDT  screen; 

■  Diagnostic  and  treatment  services; 

■  Special  initiatives  to  enhance  service  delivery  and  integration;  and 

■  Data  reporting  on  the  HCFA-416. 


A.       Informing  and  Outreach 

The  Medicaid  statute  requires  that  families  be  informed  about  the  EPSDT  program  and  its  benefits 
as  they  become  eligible  for  Medicaid.  While  all  states  must  fulfill  this  requirement,  states  are  given 
a  great  deal  of  flexibility  in  designing  the  process  by  which  families  are  informed  about  EPSDT.  In 
Georgia,  because  counties  are  autonomous  from  state  government  control,  outreach  procedures  vary 
by  county.  Despite  these  variations,  a  basic  protocol  is  common  to  all  counties,  as  described  in  the 
following  discussion.^^ 

1 .        The  Informing  and  Outreach  Process 

As  indicated  previously,  DMA  contracts  with  the  Division  of  Family  and  Children  Services  to 
initially  inform  families  about  the  availability  and  benefits  of  the  EPSDT  program.  During  the 
Medicaid  eligibility  process,  when  helping  families  complete  the  application  form,  DECS  workers 
inform  families  both  verbally  and  in  writing  (a  pamphlet  is  provided)  about  the  benefits  of 
preventive  care  and  the  availability  of  free  medical  and  dental  screening  examinations  for  children 
under  age  21  through  EPSDT.  Then,  DFCS  workers  ask  families  if  they  would  like  to  participate 
in  EPSDT.  However,  this  question  is  not  asked  until  late  in  the  application  process,  which  can  take 
hours;  for  example,  for  persons  who  are  applying  for  cash  assistance  through  the  AFDC  program, 
through  which  most  families  receive  Medicaid  services,  the  question  appears  on  page  24  of  the 
26-page  application.  Regardless  of  whether  diey  agree  or  decline  to  participate  in  EPSDT,  all 


As  the  process  for  conducting  informing  and  outreach  activities  did  not  change  significantly  over  the 
study  period,  the  following  description  apphes  to  both  study  years  1989  and  1992. 
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families  are  subsequently  contacted  by  their  local  health  department  through  the  outreach  component 
of  the  program. 

Upon  the  determination  by  a  local  DFCS  office  that  a  child  is  eligible  for  Medicaid,  information  on 
the  case  is  transmitted  to  DMA's  fiscal  agent.  Based  on  this  data,  the  fiscal  agent  performs  two 
inyjortant  functions  of  the  EPSDT  outreach  process: 

■  Contacting  families  directly;  and 

■  Providing  information  to  health  departments  to  facilitate  their  outreach  activities. 
These  are  described  below. 

The  fiscal  agent  is  responsible  for  generating  letters  directly  to  several  categories  of  EPSDT-eligible 
individuals.  First,  Medicaid-eligible  pregnant  women  receive  a  letter  informing  them  about  the 
availability  of  EPSDT  services  upon  their  baby's  birth  and  the  importance  of  well-child  exams. 
Second,  all  eligible  children  are  mailed  a  letter  each  year  which  explains  the  EPSDT  program. 
Third,  each  month  the  fiscal  agent  sends  general  informing  letters  about  the  program  to  newly- 
eUgible  recipients.  Reminder  letters  are  also  mailed  to  individuals  who  are  due  for  either  a  medical 
or  dental  EPSDT  screen. 

The  second  important  role  of  the  fiscal  agent  is  to  facilitate  outreach  activities  conducted  by  local 
health  departments.  LHDs  are  responsible  for  a  variety  of  outreach  fimctions,  including: 

■  Notifying  all  newly  eligible  individuals  about  the  EPSDT  program; 

■  Recalling  all  children  who  are  due  for  screening  examinations  according  to  the 
state's  well-child  exam  periodicity  schedule; 

■  Contacting  recipients  overdue  for  rescreening;  and 

■  Following  up  on  children  who  are  referred  for  diagnostic  and  treatment  services. 

To  facilitate  these  activities,  DMA's  fiscal  agent  provides  LHDs  with  several  county-specific  reports 
which  identify  families  to  be  contacted.  In  response  to  requests  fi-om  health  departments,  DMA  in 
the  last  year  has  included  phone  numbers,  when  available,  along  with  addresses  for  individuals 
identified  in  the  reports.  The  reports  generated  for  this  purpose  include: 

■  Monthly  list  of  children  newly  eligible  for  EPSDT; 

■  Monthly  list  of  children  due  for  screening;  and 

■  Monthly  list  of  children  120  days  late  for  rescreening. 

Once  these  reports  are  received,  LHDs  attempt  to  contact  the  families.  To  accomplish  this,  a 
variety  of  methods  are  employed,  including  mailings,  phone  calls,  and  home  visits.  Although  the 
degree  to  which  these  different  methods  are  used  varies  by  county,  most  counties  rely  heavily  on 
letter-based  outreach.  Letters  typically  notify  enrollees  about  their  eligibility  for  EPSDT  screening 
examinations  and  invite  them  to  call  the  LHD  for  assistance  in  scheduling  an  appointment  and 
arranging  transportation.  To  help  outreach  workers  to  link  enrollees  with  providers,  DMA  on  a 
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quarterly  basis  provides  health  departments  with  lists  of  providers  in  their  county  who  are  enrolled 
in  EPSDT.  These  lists  also  include  the  names  of  non-emergency  transportation  providers  enrolled 
with  Medicaid  to  transport  clients  to  medical  appointments;  DMA  pays  for  bus  tokens  and  cabs  to 
medical  appointments,  as  well. 

According  to  DPH  officials,  approximately  20  to  30  percent  of  counties  supplement  letters  with 
telephone  contact  or,  in  some  cases,  home  visits.  Clerical  staff  are  typically  responsible  for 
generating  letters,  while  telephone  calls  and  home  visits  are  conducted  by  outreach  workers. 
Outreach  workers  are  usually  paraprofessionals  with  close  ties  to  the  communities  in  which  they 
work. 

The  purpose  of  telephone  and  home  visit  contacts  is  to  inform  and  educate  caretakers  about  the 
EPSDT  program  and  its  importance  to  children's  health  and  to  facilitate  receipt  of  services  by 
making  appointments  and  arranging  transportation.  Specifically,  outreach  workers  discuss  the 
benefits  of  regular  preventive  care,  services  available  under  the  EPSDT  program,  and  the  frequency 
with  which  children  should  be  screened.  The  family  is  given  the  names  of  providers,  including 
dentists,  who  accept  Medicaid  clients  and  is  offered  assistance  in  scheduling  appointments  and 
arranging  transportation  for  screening  or  treatment  services.  During  home  visits,  outreach  workers 
also  have  the  opportunity  to  assist  other  family  members  in  obtaining  services,  for  example  by 
helping  to  enroll  siblings  on  Medicaid  and  coordinating  care  for  all  of  the  children  in  the  family. 

While  the  informing  and  outreach  process  as  described  above  has  many  strengths,  several 
underlying  factors  undermine  its  practical  effectiveness.  First  among  these  is  lack  of  resources. 
In  1985  when  outreach  workers  were  first  hired  by  health  departments,  there  were  57  outreach 
worker  positions  allocated  for  170,000  eligible  children,  or  a  staff-to-client  ratio  of  1:2,982.  In 
1993,  despite  a  nearly  threefold  increase  in  the  number  of  eligible  children  to  500,000,  there  are 
still  just  57  positions  allocated  for  outreach,  bringing  the  staff  to  client  ratio  to  1:8,772.  In  an 
attempt  to  keep  pace  with  the  large  increase  in  EPSDT  eligibles  over  recent  years,  counties  often 
support  with  their  own  dollars  additional  positions  to  supplement  the  small  number  of  Medicaid- 
funded  outreach  workers.  Due  to  these  budgetary  constraints,  counties  are  forced  to  triage  their 
limited  resources,  both  in  terms  of  which  populations  to  prioritize  and  the  types  of  outreach 
strategies  to  use,  as  described  in  more  detail  later  in  this  chapter  (Section  IV,  A). 


2.       Efforts  to  Enhance  the  Informing  and  Outreach  Process 

Although  OBRA-89  did  not  include  specific  provisions  regarding  how  outreach  is  to  be  conducted, 
one  can  argue  that  the  legislation  forced  states  to  pay  attention  to  improving  outreach  services. 
Specifically,  OBRA-89  required  the  federal  government  to  set  aimual  EPSDT  participation  goals  for 
each  state.  As  a  result,  all  states  are  now  striving  to  reach  an  80  percent  participation  rate  in 
EPSDT  by  1995.  In  an  effort  to  meet  this  challenge,  Georgia  has  taken  several  steps  to  improve 
the  outreach  process  and,  in  turn,  increase  the  proportion  of  children  who  receive  screening 
examinations.  These  include  the  following: 

■        Improved  DMA  outreach  letters.  As  described  above,  DMA  has  generated 

recipient  notification  letters  throughout  the  life  of  the  EPSDT  program.  However, 
while  not  in  place  during  the  study  period,  DMA  officials  indicated  that  a  number 
of  changes  were  being  implemented  around  the  time  of  the  site  visit  to  improve  their 
effectiveness.  For  example: 
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The  letters  will  be  greatly  simplified  to  increase  their  readability  and  appeal 
to  the  target  population. 

To  better  link  recipients  with  providers,  each  letter  will  include  a  list  of 
several  providers  in  the  recipient's  zip  code  area,  including  both  health 
departments  and  private  providers,  along  with  the  number  for  a  new  hotline 
to  assist  callers  in  locating  providers.  Formerly,  letters  only  included  the 
phone  number  of  the  local  health  department  and,  even  when  recipients 
called,  they  could  often  not  obtain  a  timely  screening  appointment.  By 
listing  private  providers  in  addition  to  LHDs  on  letters  and  establishing  the 
new  hotline,  DMA  hopes  to  more  effectively  link  recipients  with  screening 
providers. 

The  letters  will  be  sent  four  to  six  weeks  prior  to  the  screening  due  date 
rather  than  three  to  four  months  in  advance,  as  has  formerly  been  the 
practice. 

■  Public  relations  campaign.  As  of  the  site  visit,  DMA  was  launching  a  campaign  to 
publicize  the  availability  of  EPSDT  services  and  the  importance  of  preventive 
services  to  children's  health.  As  part  of  this  effort,  public  service  announcements 
and  brochures  were  being  developed,  a  program  logo  was  being  designed,  and  the 
program  name  was  being  changed  to  the  more  user-friendly  "Health  Check. "  This 
name  change  responds  to  reports  from  health  departments  that  the  "EPSDT"  name 
is  not  typically  recognized  by  clients. 

■  CONTINUUM/ "Powerline"  hotiine.  Gfeorgia's  MCH  hotline  was  established  in 
1984,  in  accordance  with  Title  V  requirements,  as  a  means  of  linking  pregnant 
women  with  prenatal  care  providers.  Three  years  ago  (i.e.,  not  in  the  first  study 
year  1989  but  in  place  by  1992)  the  hotline  broadened  its  focus  to  address  the 
problem  of  children's  access  to  care.  Outreach  activities  conducted  through  the 
hotline  program  include  the  development  of  public  service  aimouncements, 
billboards,  and  wallet-sized  cards  advertising  the  hotline  number,  as  well  as 
production  of  an  EPSDT  brochure  which  is  sent  to  interested  callers  and  provided  to 
hospitals  for  distribution  to  all  new  mothers.  In  addition  to  supplying  callers  with 
provider  names,  hotline  staff  follow  up  with  families  to  confirm  that  care  was 
received.  Current  records  of  incoming  calls  indicate  that  approximately  one  third  of 
callers  are  seeking  assistance  in  obtaining  pediatric  services. 


B.       Provider  Participation 

The  "equal  access"  provision  of  OBRA-89  has  stimulated  efforts  in  many  states  to  improve  the 
availability  of  Medicaid  providers.  This  provision  required  states  to  annually  demonstrate  to  HCFA 
that  the  fees  paid  to  obstetric  and  pediatric  providers  are  sufficient  to  enroll  enough  providers  so 
that  Medicaid  clients  have  access  to  services  to  at  least  the  same  extent  as  the  general  population. 

According  to  data  presented  in  Georgia's  most  recent  "equal  access"  plan  amendment,  85  percent  of 
the  licensed  physician  pediatric  providers  in  the  state  are  Medicaid  participants  (participation  being 
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defined  as  both  being  enrolled  with  Medicaid  and  providing  at  least  twelve  services  per  year).  This 
plan  amendment  was  approved  by  HCFA  in  May  1993. 

While  OBRA-89  addressed  the  avaUabUity  of  pediatric  physicians  in  Medicaid,  the  law  did  not 
directly  address  the  number  of  physicians  specifically  enrolled  in  state  £P5£)r  programs.  The 
extent  to  which  physicians  participate  in  Georgia's  EPSDT  program  is  the  focus  of  the  following 
discussion. 


1.        Physician  Participation  in  EPSDT 

Like  many  southern  states,  Georgia  has  traditionally  provided  services  to  poor  children  through  the 
pubhc  health  delivery  system  and,  specifically,  by  public  health  nurses.  In  fact,  up  until  recently, 
local  health  departments  were  the  only  providers  of  EPSDT  screening  services.  The  EPSDT 
program  was  only  opened  to  private  providers  in  the  early  1980s. 

In  Georgia,  the  process  for  enrolling  providers  in  the  EPSDT  program  as  qualified  providers  of 
EPSDT  screens  is  separate  from  that  for  the  regular  Medicaid  Physician  Program,  through  which 
diagnosis  and  treatment  (D&T)  services  are  rendered.  Qualified  providers  may  enroll  in  either  or 
both  programs.  Physicians  who  are  currently  licensed  to  practice  in  Georgia  are  eligible  to 
participate  in  EPSDT.  (Although  the  provider  manual  specifies  that  participating  providers  must 
also  possess  the  necessary  equipment  to  perform  all  components  of  the  screen,  no  up-front 
cenification  process  is  currently  in  place  to  confirm  that  this  requirement  is  met.)  Other  providers 
who  may  provide  EPSDT  screens  include: 

■  Currently  licensed  physician  assistants  working  under  a  supervising  physician; 

■  Certified  pediatric  or  family  nurse  practitioners; 

■  Certified  nurse  midwives;  and 

■  Since  June  1993,  registered  nurses  who  have  completed  a  basic  skills  com^se  and 
preceptorship  ttaining  program. 

Despite  the  expansion  of  the  EPSDT  system  to  allow  enrollment  of  private  providers,  the  number  of 
private  physicians  participating  in  Georgia's  EPSDT  program  has  remained  small.  However,  the 
situation  is  improving.  As  of  October  1993,  710  physicians  were  enrolled  as  EPSDT  providers. 
Medicaid  officials  attribute  traditionally  low  physician  participation  in  EPSDT  largely  to  two 
factors:  the  historical  tension  between  health  departments  and  private  providers  and  outdated 
physician  perceptions  of  the  program  (e.g.,  that  the  claims  payment  process  is  slow  and 
cumbersome,  when  in  fact  most  all  billing  is  now  done  electronically).  In  confrast  to  the  small 
portion  of  private  pediatricians  who  participate  in  the  EPSDT  program,  all  local  health  departments 
in  the  state  and  most  Federally  Qualified  Health  Centers  (e.g..  Rural  Health  Centers)  are  enrolled  as 
EPSDT  providers. 
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2.       Provision  of  Well-Child  Care  Outside  the  EPSDT  System 


Although  many  pediatricians  do  not  participate  in  EPSDT,  it  does  not  necessarily  follow  that  they 
do  not  provide  well-child  care.  The  provision  of  preventive  services  outside  of  the  EPSDT 
program  by  physicians  who  are  not  formally  enrolled  has  been  labeled  by  the  Children's  Defense 
fund  as  the  "shadow"  EPSDT  program. 

Many  states  consider  shadow  programs  to  be  a  serious  provider  issue.  This  phenomenon  is  of 
concern  to  policymakers  for  two  main  reasons.  First,  the  quality  and  content  of  well-child  care 
provided  outside  of  EPSDT,  in  contrast  to  that  which  meets  EPSDT  standards,  is  unclear.  Second, 
unlike  EPSDT,  no  data  are  routinely  generated  by  the  Medicaid  program  from  these  visits  to 
indicate  whether  and  how  often  children  are  receiving  well-child  services. 

Georgia  officials  do  not  have  a  clear  grasp  of  whether,  or  to  what  extent,  a  shadow  program  exists 
in  the  state.  DMA  does  not  permit  billing  for  preventive  care  outside  of  the  EPSDT  system  (except 
for  immunizations,  for  which  any  Medicaid  provider  may  bill).  However,  state  and  local  officials 
suspect  that  preventive  services  are  being  rendered  outside  of  the  EPSDT  system  because  providers 
can  still  bill  Medicaid  using  the  same  office  visit  codes  they  would  use  when  treating  a  sick  child. 
DMA  tries  to  discourage  shadow  programs  by  paying  an  EPSDT  screen  rate  that  is  higher  than 
office  visit  rates.  Office  visits  of  a  length  comparable  to  that  of  an  EPSDT  exam  and  which  include 
key  screening  components— specifically,  a  comprehensive  history  and  examination—are  reimbursed 
at  $51.24  for  a  new  patient  and  $40.32  for  an  established  patient.  These  compare  to  an  EPSDT 
screening  fee  of  $55.38. 

Since  1991,  Medicaid  has  instituted  a  range  of  additional  strategies  to  expand  the  number  of 
physicians  formally  enrolled  in  EPSDT  as  well  as  to  broaden  the  types  of  providers  who  can 
participate.  These  include: 

■  Working  with  the  medical  associations,  panicularly  the  Georgia  chapter  of  the 
American  Academy  of  Pediatrics,  to  develop  a  recruitment  video  and  distribute  an 
appeal  letter  to  physicians  soliciting  their  participation  in  EPSDT; 

■  Increasing  the  number  of  fiscal  agent  representatives  working  in  the  field  to  visit 
providers  who  have  newly  enrolled  in  Medicaid,  train  physicians  and  their  staffs  in 
billing  procedures,  and  periodically  contact  participating  providers  to  remedy  billing 
and  other  problems; 

■  Working  with  schools  to  encourage  their  enrollment  as  EPSDT  screening  providers; 

■  Broadening  EPSDT  policy  to  include  appropriately-trained  registered  nurses  as 
approved  screening  providers  (an  intensive  training  program  has  been  developed  to 
certify  nurses  as  EPSDT  providers); 

■  Streamlining  the  claims  submission  and  reimbursement  process  by  simplifying  the 
EPSDT  claim  form,  instituting  electronic  billing  statewide  (free  software  is 
distributed  to  providers),  and  speeding  up  payments; 
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■  Removing  the  requirement  that  screening  providers  complete  a  referral  form 
whenever  a  referral  is  made  for  diagnosis  and  treatment  services,  including  vision, 
hearing,  and  dental  care;  and 

■  Rewriting  the  provider  manual  to  make  it  more  straightforward  and  understandable 
to  private  providers,  particularly  by  altering  the  manual's  longstanding  orientation 
toward  public  health  departments. 

Of  these  initiatives  to  recruit  EPSDT  providers.  Medicaid  officials  indicated  that  one-elimination  of 
the  referral  form-was  most  directly  influenced  by  OBRA-89.  In  the  context  of  the  legislation's 
emphasis  on  increasing  screening  rates,  providers'  complaints  that  the  form  was  burdensome  and,  in 
effect,  a  barrier  to  care  resulted  in  the  removal  of  the  requirement  that  the  form  be  used. 

Although  raising  reimbursement  rates  has  been  a  central  feamre  of  provider  recruitment  efforts  in 
many  states,  Georgia  has  not  increased  the  EPSDT  screening  fee  in  several  years.  As  indicated 
previously,  the  current  fee  for  a  complete  screen  is  $55.38;  immunizations  and  lab  work  are 
reimbursed  separately  from  the  EPSDT  screen.  Some  Medicaid  officials  indicated  that  an 
adjustment  in  the  reimbursement  rate  is  needed,  although  not  sufficient,  to  recruit  more  EPSDT 
providers.  Other  officials,  however,  feel  that  the  fee  is  adequate  but  that  providers  fail  to  recognize 
that  the  EPSDT  fee  is  competitive  with  that  of  other  payers  (e.g.  health  maintenance  organizations 
in  the  Atlanta  area)  for  well-child  exams. 

C.       Issues  Related  to  the  EPSDT  Screen 

The  key  principle  behind  the  EPSDT  program  is  the  provision  of  comprehensive,  periodic 
well-child  exams,  referred  to  as  "screens."    By  providing  children  with  periodic  screening 
examinations,  the  EPSDT  program  is  designed  to  detect  problems  early  and,  therefore,  avoid 
preventable  Ulnesses. 

As  defined  in  Medicaid  regulations,^  a  comprehensive  EPSDT  screen  must  include  the  following 
components: 

■  A  comprehensive  health  and  developmental  history  (including  evaluation  of  both 
physical  and  mental  health  development); 

■  A  comprehensive  unclothed  physical  exam; 

■  Immunizations  appropriate  to  age  and  health  history; 

■  Laboratory  tests,  including  (since  OBRA-89)  blood  lead  level  assessment 
appropriate  to  age  and  risk; 

■  Health  education,  including  anticipatory  guidance; 

■  Vision  services,  including  eyeglasses; 


Social  Security  Act,  42  U.S.C.  §  1396d(r)  (Supp  V  1993). 
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■  Dental  services,  including  both  preventive  and  restorative  services;  and 

■  Hearing  services,  including  hearing  aids. 

OBRA-89  included  several  provisions  related  to  the  EPSDT  screen,  specifically  regarding  who  may 
deliver  screening  services,  the  content  of  the  screening  examination,  and  the  frequency  with  which 
screens  are  provided.  The  content  of,  as  well  as  Georgia's  responses  to,  these  provisions  are 
discussed  below. 


1 .        Partial  Screens  and  Partial  Screening  Providers 

In  an  attempt  to  increase  the  number  and  types  of  EPSDT  screening  providers,  OBRA-89  prohibited 
states  from  limiting  the  pool  of  EPSDT  providers  only  to  those  who  can  deliver  the  entire  range  of 
screening  services.  Thus,  the  law  implies  that  states  are  required  to  allow  "partial"  screening 
providers  (i.e.,  those  who  can  deliver  one  or  a  few  of  the  EPSDT  screen  components),  to 
participate  in  the  program. 

This  provision  has  generated  significant  controversy  among  program  officials  and  policymakers. 
On  the  one  hand,  the  intent  of  the  provision  to  broaden  the  base  of  available  screening  providers  is 
positive.  However,  allowing  providers  to  deliver  just  a  portion  of  the  screening  examination  goes 
against  one  of  the  underlying  tenets  of  the  program-providing  comprehensive  screening  services. 
Further,  it  significantly  increases  the  likelihood  that  care  could  be  fragmented  and  works  against 
state  efforts  to  provide  all  children  with  a  "medical  home."  Since  passage  of  the  law,  HCFA 
officials  have  publicly  expressed  these  concerns,  and  in  October  1993  the  agency  issued  Notice  of 
Proposed  Rule  Making  that  would  authorize  states  to  require  that  one  provider  render  all  medical 
components  of  an  EPSDT  screen  (everything  but  vision,  hearing,  and  dental  services)  (Federal 
Register,  1993). 

Georgia  Medicaid  officials,  in  agreement  with  HCFA's  interpretation  of  the  law,  have  been 
reluctant  to  break  up  the  core  medical  screen.  When  OBRA-89  was  passed,  DMA  did  receive  calls 
from  a  variety  of  independent  providers,  including  audiologists,  physical  therapists,  and 
occupational  therapists,  expressing  a  desire  to  enroll  as  "partial"  screening  providers.  However, 
Medicaid  officials  determined  that  the  services  provided  by  these  professionals  were  already 
available  to  children  on  Medicaid  and,  therefore,  did  not  enroll  them  as  independent  practitioners. 
This  decision  was  also  driven  by  concern  that  a  "partial"  screening  policy  would  greatly  increase 
the  potential  for  fraud.  The  cost  of  redesigning  the  Medicaid  Management  Information  System  to 
accommodate  these  new  providers  and  to  track  children's  receipt  of  "partial"  screens  was  also  of 
concern.    Given  these  perceived  problems  with  the  policy,  the  "partial"  screening  provision  of 
OBRA-89  produced  little  change  in  Georgia's  program. 

Under  existing  procedures,  vision  and  hearing  screens  may  be  provided  independently  of  the 
complete  screen."  Similarly,  the  Denver  Development  Test  may  be  provided  and  billed  for 
separately.  However,  these  services  are  not  considered  EPSDT  screens,  nor  are  they  tracked  as 
part  of  the  EPSDT  program  as  partial  screens.  Rather,  DMA  considers  these  services  to  be 
diagnosis  and  treatment  visits. 


Vision  and  hearing  services  are  each  reimbursed  at  a  flat  rale  of  $5.62,  or  $11.23  when  done  in 
combination. 
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2.       Lead  Screening  Policies 


OBRA-89  required  that  the  comprehensive  EPSDT  screen  include  blood  lead  level  testing, 
appropriate  to  age  and  risk,  as  well  as  health  education  regarding  lead  poisoning.  This  provision, 
in  turn,  raised  two  major  questions: 

■  At  what  age  and  how  often  should  children  be  screened  for  lead  exposure? 

■  What  laboratory  test  should  be  used  to  analyze  blood  samples  for  lead? 

Since  passage  of  OBRA-89,  the  Centers  for  Disease  Control  (CDC)  issued  recommendations 
regarding  the  age  at  which  lead  testing  should  begin  and  how  often  screening  should  be  repeated. 
According  to  these  guidelines,  which  HCFA  has  adopted,  all  children  between  the  ages  of  six 
months  and  72  months  should  be  screened.  However,  the  specifics  of  when  laboratory  analyses  for 
lead  exposure  should  begin  and  how  often  they  should  be  repeated  depends  on  whether  a  child  is 
deemed  to  be  at  high  or  low  risk  by  a  verbal  questionnaire;  HCFA  requires  that  children  identified 
at  high  risk  be  screened  beginning  at  six  rather  than  twelve  months.  The  frequency  at  which  repeat 
screening  is  recommended  is  dependent  upon  the  findings  of  the  initial  laboratory  test. 

The  second  issue,  regarding  which  laboratory  test  is  most  appropriate  for  lead  screening,  has  been 
particularly  controversial  since  1991.  At  that  time,  CDC  issued  a  recommendation  that  the 
commonly  used  erythrocyte  protoporphyrin  (EP)  lead  screening  test  be  replaced  with  a  blood  lead 
test.  This  recommendation  was  prompted  by  several  new  findings: 

■  First,  it  was  found  that  lead  can  harm  children  at  levels  much  lower  than  previously 
believed  (at  10  micrograms/deciliter  rather  than  25  micrograms/deciliter). 

■  Second,  the  EP  test,  which  is  performed  on  a  capillary  (fingerstick)  blood  sample 
and  provides  an  indirect  measure  of  long-term  lead  exposure,  is  insufficiently 
sensitive  to  detect  lead  levels  below  25  micrograms/deciliter  and,  therefore,  misses 
a  large  portion  of  children  with  low  lead  level  poisoning. 

In  contrast  to  the  EP  test,  the  blood  lead  test  provides  a  direct  measure  of  lead  in 
the  bloodstream.  Either  capillary  blood  (drawn  through  the  fingerstick  method)  or 
venous  blood  (drawn  through  a  venipuncmre  procedure)  can  be  used  for  the  blood 
lead  analysis.  Under  current  HCFA  policy,  either  an  EP  or  blood  lead  test  may  be 
used  for  initial  lead  screening  in  EPSDT. 

Traditionally,  Georgia  has  covered  lead  screening  as  a  discretionary  service.  That  is,  providers 
have  been  permitted  to  conduct  and  bill  for  lead  testing  over  and  above  the  EPSDT  screening  rate 
when  lead  testing  is  indicated  (e.g.,  when  a  child  lives  in  an  old  building  and/or  exhibits  symptoms 
associated  with  lead  exposure).  If  a  provider  determined  that  a  screening  test  was  appropriate,  the 
manual  specified  that  the  first  screening  be  an  EP  test  using  a  capillary  (fingerstick)  blood  sample, 
with  rescreening  done  annually.  If  the  fingerstick  test  was  found  to  be  positive,  then  testing  of  a 
venous  blood  sample  was  recommended. 

New  protocols  for  lead  screening  outlined  in  Georgia's  July  1993  EPSDT  Provider  Manual,  which 
are  currently  being  implemented,  are  in  accordance  with  HCFA  requirements  described  above. 


63 


Health  Systems  Research,  Inc. 


However,  although  HCFA  allows  an  EP  test  to  be  done  for  the  initial  screening,  Georgia  requires 
that  a  blood  lead  test  be  performed  (either  a  venous  or  capillary  blood  specimen  is  permitted  for  the 
first  screening).  In  fact,  labs  in  Georgia  have  discontinued  performing  the  EP  test  because  of  its 
insufficient  sensitivity  to  low-level  lead  exposure. 

Georgia's  Medicaid  program  has  historically  covered  chelation  therapy  for  children  with  lead 
poisoning.  Beginning  October  1993,  the  state  will  also  pay  for  environmental  abatement  of 
contaminated  sites  for  children  with  elevated  lead  levels.  The  Division  of  Public  Health  will  be  the 
sole  approved  provider  of  this  service.  DMA  will  reimburse  DPH  a  set  fee  for  each  patient 
receiving  treatment. 

3.       Periodicity  Schedules 

Periodicity  schedules  outline  the  recommended  ages  and  intervals  at  which  all  children  should 
receive  certain  well-child  services.  OBRA-89  required  states  to  develop  distinct  periodicity 
schedules  for  screening,  vision,  hearing,  and  dental  services.  Georgia's  response  to  this  provision 
has  been  as  follows: 

■  Screening.  As  Georgia's  periodicity  schedule  for  screening  examinations  was 
already  in  compliance  with  that  of  the  American  Academy  of  Pediatrics  (AAP),  no 
changes  in  the  screening  schedule  were  made  as  a  resuh  of  OBRA-89.  In  1993, 
however,  the  state  adopted  an  additional  1991  recommendation  of  the  AAP  that  a 
newborn  screen  be  provided  to  infants  discharged  in  24  hours  or  less  after  delivery. 

■  Vision  and  hearing.  Rather  than  having  distinct  periodicity  schedules  for  vision 
and  hearing,  DMA  covers  these  services  whenever  medically  necessary.  When 
OBRA-89  was  passed  requiring  states  to  establish  distinct  vision  and  hearing 
periodicity  schedules,  DMA  consulted  with  the  Georgia  AAP  chapter  regarding  an 
appropriate  response.  The  provider  group  reconmiended  that  DMA  continue  the 
existing  policy,  which  the  agency  has.  HCFA  is  currently  making  a  determination 
as  to  whether  or  not  this  policy  meets  the  requirements  of  OBRA-89.  (Note: 
Vision  and  hearing  services  are  provided  to  EPSDT  recipients  through  Medicaid's 
Vision  Care  Services,  and  Orthotics  and  Prosthetics  Services  programs, 
respectively.) 

■  Dental.  Dental  services  are  outlined  in  a  distinct  periodicity  schedule  which  was 
not  changed  in  any  way  in  response  to  OBRA-89.  (Note:  Dental  services  are 
provided  to  EPSDT  recipients  through  Medicaid's  Dental  Services  Program.) 


4.        Interperiodic  Screens 

OBRA-89  specified  that  visits  which  are  medically  necessary  to  identify  and  treat  health  problems 
must  be  covered,  even  if  their  timing  does  not  coincide  with  the  intervals  outhned  in  a  state's 
periodicity  schedule.  Georgia  has  always  paid  for  medically  necessary  visits  between  scheduled 
screens;  however,  these  visits  are  considered  to  be  diagnostic  and  treatment  services  rather  than 
"interperiodic  screens."  Although  Medicaid  officials  demonstrated  to  HCFA  that  these  visits  were 
being  reimbursed  as  required,  albeit  as  diagnosis  and  treatment  visits  rather  than  screens,  Georgia 
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did  change  their  EPSDT  policy  in  response  to  OBRA-89  as  follows:  Reimbursement  will  be 
provided  for  an  additional  complete  screen  before  the  next  exam  in  the  periodicity  schedule  is  due 
(e.g.,  between  the  six  and  nine  month  scheduled  screens)  as  long  as  the  second  visit  is  medically 
necessary  and  completed  by  a  different  provider  than  the  one  who  performed  the  first  screen. 


D.       Diagnostic  and  Treatment  Services 

In  addition  to  the  numerous  provisions  related  to  screening  services,  OBRA-89  contained  an 
important  provision  related  to  diagnostic  and  treatment  services.  The  provision  intended  to  address 
a  longstanding  concern  about  the  program-that  screening  examinations  are  often  poorly  linked  with 
recommended  diagnosis  and  treatment  services.  Specifically,  the  law  required  states  to  provide  any 
services  that  are  potentially  coverable  under  Medicaid  which  are  necessary  to  treat  a  condition 
identified  during  a  screen,  whether  or  not  the  service  is  included  in  the  state  plan. 

Georgia  officials,  like  those  in  many  states,  did  not  believe  that  they  needed  to  significantly  alter 
their  service  coverage  in  response  to  OBRA-89.  In  fact,  most  Medicaid  programs  across  the 
country  have  stated  that  their  existing  coverage  was  already  broad.  As  indicated  in  Table  II-5, 
which  presents  data  from  the  Health  Care  Financing  Administration  on  Georgia's  coverage  of 
optional  Medicaid  services,  the  state  made  only  minor  changes  to  their  state  plan  between  1989  and 
1992.  Specifically,  the  optional  services  that  were  added  (including  screening,  preventive,  and 
diagnostic  services)  were  already  provided  to  children  through  EPSDT  and,  therefore,  mainly 
affected  coverage  for  the  adult  population.  Psychologists'  services  were  formally  adopted  when  this 
optional  category  became  available  (see  footnote  1  in  Table  11-5.) 

According  to  a  1990  survey  of  state  Medicaid  and  Maternal  and  Child  Health  program  officials 
(Hill  and  Breyel,  1991),  few  states  have  responded  to  OBRA-89  by  making  major  changes  to  the 
depth  and  breadth  of  coverage  of  children's  services.  Analysis  of  the  Georgia  program  reveals  that 
it  is  among  the  majority  of  states  that  have  responded  to  the  law  primarily  by  altering  existing 
service  limits  rather  than  by  adding  a  range  of  new  services.  Specifically,  the  state: 

■  Eliminated  limits  on  the  amount,  duration,  and  scope  of  selected  services  for 
children  under  21;  and 

■  For  other  services,  altered  claims  payment  systems  so  that  existing  limits  would  act 
as  triggers  for  medical  necessity  case  reviews. 

Thus,  under  the  revised  coverage  policy,  some  services  are  now  covered  indefinitely.  This  is  the 
case,  for  example,  for  physician  visits  for  children-DMA  eliminated  the  upper  limit  on  the  number 
of  physician  visits  a  child  could  receive  in  a  year.  Other  services  will  be  reimbursed  up  to  the 
service  limit,  with  additional  services  covered  only  if  the  provider  applies  for  and  receives  prior 
approval.  For  example,  in  response  to  OBRA-89,  Georgia  changed  the  80-hour  limit  on 
psychology  services  to  a  trigger  for  case  review;  therefore,  psychology  services  for  children 
exceeding  80  hours  are  now  covered  if  prior  approval  is  granted  by  DMA. 
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Table  li-5. 

COVERAGE  OF  OPTIONAL  MEDICAID  SERVICES  IN  GEORGIA 
FISCAL  YEARS  1989  AND  1992. 


Services 

FY  1989 

FY  1992 

Podiatrists'  Services 

X 

X 

Optometrists'  Services 

Y 

A 

Y 
A 

Chiropractors'  Services 

Psychologists' Services  (1) 

Medical  worKers  oervices  (i) 

Nurse  Anesthetists'  Services  (1) 

Private  Duty  Nursing 

Clinic  Services 

Y 
A 

Y 
A 

Dental  Services 

y 
A 

Y 
A 

Physical  Therapy 

Occupational  Therapy 

Speech,  Hearing,  and 
Language  Disorders 

Prescribed  Drugs 

X 

X 

Dentures 

X 

X 

Prosthetic  Devices 

X 

X 

Eyeglasses 

X 

X 

Diagnostic  Services 

X 

Screening  Services 

X 

Preventive  Services 

X 

Rehabilitative  Services 

X 

A.  Inpatient  Hospital  Services 

Age  65  or  older  in  IMDs 

B.  NF  Services 

ICF/MR  Services 

X 

X 

Inpatient  Psychiatric  Services  for  under  21 

NF  Services  for  Under  21 

X 

X 

Emergency  Hospital  Services 

Personal  Care  Services 

Transportation  Services 

X 

X 

Case  Management  Services 

X 

X 

Hospice  Care  Services 

X 

X 

Respiratory  Care  Services 

Total  Additional  Services 

13 

18 

NOTE: 

(1)  Prior  to  1992,  these  services  were  encompassed  under  a  broader  category,  "other  practitioner  services. 

In  1989,  Georgia  covered  this  optional  service  category. 
CN  =  Categorically  Needy  Only 
X  =    Categorically  and  Medically  Needy 
Source;  Health  Care  Financing  Administration,  1989, 1992. 
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Not  siirprisingly,  given  the  state's  response,  this  OBRA-89  provision  does  not  ^pear  to  have  had 
much  impact  in  Georgia.    State  officials  reported  neither  large  increases  in  utilization  nor  a 
significant  effect  on  Medicaid  expenditures.  A  likely  reason  for  this  minimal  impact  is  that  changes 
in  coverage  policy  were  not  publicized.  In  implementing  responses  to  OBRA-89,  DMA  revised  the 
provider  manual  but  did  not  undertake  any  special  initiatives  to  alert  providers  to  the  opening  up  of 
children's  coverage  policies.  More  importantly,  the  state's  low  EPSDT  screening  rate  indicates  that 
many  of  the  children  who  may  be  in  need  of  services  available  through  the  program  are  simply  not 
being  seen  at  all. 

E.       Special  Initiatives  to  Enhance  Service  Delivery  and  Integration 

An  increasing  number  of  states  are  working  to  enhance  their  EPSDT  programs  by  integrating  them 
with  other  services  for  children.  Georgia's  efforts  in  this  area  are  focused  on  integrating  EPSDT 
with  school  services  and  with  the  Part  H/Early  Intervention  program,  as  described  below. 


1.       EPSDT  in  the  Schools 

As  discussed  previously,  the  reported  screening  rates  of  school-aged  children  are  particularly  low  in 
Georgia- 15  percent  for  children  ages  six  to  14  and  just  9  percent  for  adolescents  between  ages  15 
and  20.  Given  this  situation.  Medicaid  officials  have  worked  to  bolster  the  number  of  screens 
delivered  to  this  population  by  involving  schools  as  EPSDT  providers. 

Beginning  in  late  1991  and  coinciding  with  the  Governor's  Family  Connections  Project  (a 
multi-pronged  effort  to  decrease  high-school  dropout  rates),  DMA  launched  an  initiative  to  enroll 
schools  as  EPSDT  providers.  Specifically: 

■  In  October  1991,  a  leading  Medicaid  official  gave  a  speech  before  250  school 
superintendents  about  the  opportunity  for  schools  to  enroll  as  EPSDT  providers. 
During  the  speech,  the  benefits  of  EPSDT  revenues  for  financing  additional  school 
services  (e.g.,  by  boosting  school  nurses'  salaries)  was  promoted.  Funding  is 
particularly  needed  for  school  nurses,  as  there  is  a  severe  shortage  of  these 
providers  across  the  state. 

■  To  facilitate  schools'  ability  to  deliver  screening  services,  the  state  established  a 
program  in  cooperation  with  Georgia  State  University  to  enhance  school  nurses' 
physical  assessment  skills.  This  program,  which  includes  basic  skills  courses  and  a 
supervised  field  placement,  trains  registered  nurses  to  conduct  EPSDT  screens. 
Medicaid  policy  has  been  broadened  to  include  registered  nurses  who  have 
completed  this  program  as  certified  EPSDT  providers. 

By  the  summer  of  1993,  approximately  10  school  districts  had  enrolled  as  EPSDT  providers.  This 
represents  a  small  minority  of  school  districts  in  Georgia  (there  are  at  least  two  school  systems  in 
each  of  the  159  counties).  In  all  of  these  cases,  registered  nurses  are  conducting  the  screening 
examinations.  School-based  EPSDT  programs  will  be  further  discussed  in  Section  IV  of  this 
chapter. 
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2. 


EPSDT's  Linkage  to  Part  H/Early  Intervention 


Georgia  has  recently  joined  the  small  group  of  states  that  have  developed  strong  ties  between 
EPSDT  and  the  Part  H/Early  Intervention  program  for  children  from  birth  to  three  years  of  age 
with  disabilities  (Part  H  is  called  "Baby  Can't  Wait"  in  Georgia).   The  programs  have  been  linked 
in  Georgia  primarily  through  two  mechanisms:  the  Child  Tracking  System  for  high-risk  children 
and  the  Children's  Intervention  Services  Program  for  children  dually  eligible  for  Part  H  and 
Medicaid.  Each  is  described  below: 

■  Georgia's  Tracking  System  for  High  Priority  Children,  established  in  1992  and 
coordinated  for  the  Division  of  Public  Health  by  the  Office  of  Disabilities 
Prevention,  monitors  children  with  biological  and/or  environmental  risk  conditions. 
Tracking  is  done  at  the  district  level,  and  follow-up  is  provided  by  local  health 
department  staff.  The  aim  of  the  system  is  to  identify  at-risk  children  at  an  early 
age  and  track  them  to  ensure  that  they  receive  needed  preventive  health  care, 
specialized  care,  and  support  services  (e.g.,  EPSDT).  In  addition  to  the  Child 
Tracking  System  linking  at-risk  children  with  EPSDT  services,  EPSDT  providers 
can  refer  children  they  see  with  developmental  delays  who  have  not  already  been 
enrolled  in  the  Child  Tracking  System. 

■  The  Children's  Intervention  Services  Program  (CISP),  established  in  April  1993, 
covers  services  to  Medicaid-eligible  children  who  have  also  been  determined  to  be 
eligible  for  Pan  H  by  the  Department  of  Human  Resources.  On  the  basis  of  a 
multidisciplinary  assessment,  an  individualized  family  service  plan  is  designed  to 
identify  the  supports  and  services  necessary  to  meet  the  child's  needs.  The  services 
covered  under  this  program  include  audiology,  nursing,  nutrition,  occupational 
therapy,  physical  therapy,  social  work,  speech-language  pathology  and 
developmental  therapy  instruction. 

Services  for  children  with  disabilities  have  traditionally  only  been  covered  by  DMA 
if  provided  within  hospitals  and  home  health  agencies.  However,  in  the  context  of 
the  state's  effort  to  broaden  access  to  community-based  care  for  disabled  children, 
DMA  reversed  this  earlier  position  and  began  enrolling  independent  providers.^ 
While  reimbursement  for  these  providers  will  be  made  for  services  provided  to  any 
child  on  Medicaid,  not  only  those  who  are  also  Part  H  eligible,  this  policy  change 
was  primarily  driven  by  the  development  of  CISP  for  Part  H  children.  DMA 
officials  indicated  that  it  was  also  partly  inspired  by  OBRA-89. 

In  addition  to  the  therapy  and  other  services  provided  to  Part  H  children  through  CISP,  Medicaid 
also  covers  case  management  services  for  this  population  and  has  done  so  since  early  1992.  Case 
managers  ensure  that  Part  H  children  have  access  to  a  comprehensive  array  of  services,  including 
both  preventive  and  specialty  services. 


As  of  July  1993,  DMA  began  to  enroll  and  reimburse  independent  professional  providers  including 
audiologists,  dieticians,  occupational  therapists,  physical  therapists,  speech  therapists,  physicians, 
registered  nurses,  social  workers,  or  speech-language  pathologists. 
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Lead  responsibility  for  Part  H  was  transferred  from  the  Division  of  Mental  Health,  Mental 
Retardation,  and  Substance  Abuse  m  the  Department  of  Human  Resources  to  the  Division  of  Public 
Health,  also  within  DHR,  on  July  1,  1993. 


F.       Data  Reporting  on  the  HCFA-416 

In  addition  to  the  many  aspects  of  OBRA-89  already  discussed,  this  law  also  addressed  states' 
reporting  of  EPSDT  program  data.  Specifically,  OBRA-89  required  states  to  report  annually  to  the 
Secretary  of  the  Department  of  Health  and  Human  Services  on  the  number  of  Medicaid-eligible 
children  participating  in  EPSDT.  As  well,  OBRA-89  required  that  annual  EPSDT  participation 
goals  be  set  for  all  states.  In  response,  HCFA  set  an  80  percent  participation  rate  for  all  states  to 
meet  by  1995,  with  interim  goals  for  the  years  between  1990  and  1995. 

The  80  percent  participation  goal  focused  states'  attention  on  the  need  to  increase  screening  rates, 
which  in  1989  averaged  39  percent  across  all  the  states.  In  addition,  the  goal  created  increased 
visibility  of  reported  EPSDT  data.  The  increased  scrutiny  raised  questions  regarding  the  ways  m 
which  states  report  EPSDT  data  to  HCFA. 

Since  July  1990,  states  have  used  the  HCFA416  form  to  report  EPSDT  data  to  the  federal 
government.  The  form  used  prior  to  this  time  was  the  HCFA-420.  When  the  HCFA-416  replaced 
the  HCFA-420,  several  changes  were  made  to  improve  the  quality  and  appropriateness  of  data  and 
to  streamline  the  reporting  process,  including: 

■  Reducing  the  administrative  burden  on  states  by  requiring  that  the  HCFA-416  be 
submitted  annually  rather  than  quanerly,  as  was  required  for  the  HCFA-420; 

■  Adding  new  reporting  categories  to  identify  the  number  of  children  receiving  vision, 
hearing,  and  dental  services;  and 

■  Breaking  out  separate  reporting  cells  for  four  discrete  age  groupings  (under  one 
year,  between  one  and  five  years,  between  six  and  14  years,  and  between  15  and  20 
years)  to  better  specify  participation  rates  by  age. 

Despite  these  changes,  many  questions  still  remain  regarding  the  consistency  with  which  states 
report  EPSDT  data.  In  fact,  a  1990  survey  confirmed  that  considerable  variation  exists  in  states' 
EPSDT  data  reporting  practices  (National  Governors'  Association,  1990). 

The  eight  reporting  categories  contained  on  the  HCFA^16  are  used  to  calculate  the  "participation 
rate"  and  the  "screening  ratio"  in  each  state's  EPSDT  program  as  key  indicators  of  the  extent  to 
which  eligible  children  are  receiving  EPSDT  services,  ais  well  as  the  degree  to  which  states  vary 
from  one  another.  The  participation  rate  is  obtained  by  adding  the  number  of  children  who  have 
received  one  or  more  screening  examinations  to  the  number  of  children  enrolled  in  continuing  care 
arrangements  (defined  below)  and  dividing  this  figure  by  the  total  number  of  children  eligible  for 
EPSDT.  The  screening  ratio  is  derived  by  dividing  the  total  number  of  screens  rendered  during  the 
year  by  the  total  number  of  EPSDT-eligible  children.  Although  HCFA  has  defined  these  statistics 
as  indicated,  guidance  to  states  regarding  the  specific  definitions  of  each  data  category  used  in  the 
calculations  is  broad.  As  a  result,  states  interpret  and,  in  mrn,  report  data  in  variable  ways.  Thus, 
the  statistics  are  not  consistently  reported  across  states. 
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To  truly  understand  what  a  given  state's  HCFA-416  actually  reports  about  their  EPSDT  program,  a 
closer  examination  of  how  data  categories  are  interpreted  and  reported  is  essential.  The  definitions 
used  by  Georgia  Medicaid  officials  when  reporting  HCFA-416  data  are  presented  below: 


■  Individuals  eligible  for  EPSDT:  An  unduplicated  count  of  the  number  of  children 
under  age  21  who  were  eligible  for  Medicaid  at  some  point  during  the  year. 

■  Number  of  eligibles  enrolled  in  continuing  care  arrangements:  The  number  of 
children  enrolled  in  managed  care  or  capitated  plans.  (Georgia  does  not  currently 
have  any  Medicaid  managed  care  contracts;  therefore,  the  number  of  children 
reported  in  this  category  is  zero.) 

■  Eligibles  receiving  screening  services:  An  unduplicated  count  of  the  number  of 
children  who  received  one  or  more  screening  examinations  during  the  year.  (Partial 
screens  are  not  recognized  in  Georgia  and,  therefore,  not  included  in  this  count.) 

■  Total  number  of  screening  services:  The  number  of  screening  examinations 
(excluding  interperiodic  screens  as  per  HCFA  guidance)  that  were  conducted  during 
the  year. 

■  Eligibles  referred  for  corrective  treatment:  An  unduplicated  count  of  the  number  of 
children  referred  by  a  screening  provider  for  follow-up  services.  (Georgia's 
combined  screening/claim  form  specifies  a  code  for  use  when  a  referral  is  made  as  a 
result  of  the  visit.) 

■  Eligibles  receiving  vision,  hearing,  and  preventive  dental  services:  An 
unduplicated  count  of  the  number  of  children  receiving  any  vision,  hearing,  or 
dental  service  separate  from  the  comprehensive  EPSDT  screen. 

Interestingly,  HCFA  guidance  instructs  states  to  report  in  these  categories  an 
unduplicated  count  of  individuals  receiving  diagnostic  or  treatment  vision  and 
hearing  services,  not  preventive  vision  and  hearing  screens  provided  either  during 
or  independently  of  the  comprehensive  EPSDT  exam.  For  the  dental  category 
HCFA  requests  that  states  report  an  unduplicated  count  of  only  certain  specified 
preventive  dental  services.  Therefore,  Georgia  appears  to  be  reporting  vision  and 
hearing  data  per  HCFA  guidance;  however,  dental  data  are  not  limited  to  preventive 
services,  as  instructed  by  HCFA. 


IV.      Implementation  Issues:  Strengths  and  Weaknesses  of  Current  Systems 

This  section  of  the  chapter  discusses  a  range  of  policy  and  program  issues  that  were  raised  during 
the  state  and  local-level  site  visit  interviews  and  which  highlight  the  strengths  and  weaknesses  of 
Georgia's  EPSDT  program.  As  in  the  previous  section,  the  following  discussion  is  divided  into  six 
parts,  each  addressing  a  major  component  of  the  EPSDT  program:  informing  and  outreach, 
provider  participation,  the  EPSDT  screen,  diagnostic  and  treatment  services,  special  initiatives  to 
enhance  service  delivery  and  integration,  and  data  reponing  on  the  HCFA-416. 
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A. 


Issues  Regarding  Informing  and  Outreach 


In  the  large  majority  of  states-approximately  70  percent-responsibility  for  both  informing  and 
outreach  lies  in  the  state  welfare  department  (Hill  and  Breyel,  1991;  National  Governors' 
Association,  1992).  Georgia,  however,  is  among  the  minority  of  states  which  provide  outreach 
services  through  state  and/or  local  health  departments.  According  to  the  previously  mentioned 
survey  of  Medicaid  and  Maternal  and  Child  Health  officials  (Hill  and  Breyel,  1991),  many  sUte 
officials  feel  that  this  arrangement  is  preferable  to  placing  responsibility  for  outreach  within  welfare 
departments  because  health  department  involvement  is  likely  to  give  EPSDT  a  stronger  identity  as  a 
health  program. 

1.        Coxmty-Based  Outreach  Programs 

Given  the  autonomous  nature  of  local  programs  in  Georgia,  a  range  of  outreach  models  exist  in  the 
state's  many  counties.  During  the  site  visit,  the  consulting  team  visited  several  counties  in  order  to 
observe  a  variety  of  models.  The  models  used  by  the  counties  visited  by  the  consulting  team  are 
described  below. 

■  The  Fulton  County  Health  Department  places  first  priority  on  contacting  by 
telephone  all  families  with  EPSDT-eligible  children  identified  by  DMA.  When  a 
telephone  contact  cannot  be  made,  a  home  visit  is  conducted.  Home  visits  are 
prioritized  for  infants  and  children  through  preschool  age  and  also  for  children  who 
are  overdue  for  screening  examinations. 

■  Outreach  efforts  by  the  Lowndes  County  Health  Department  are  heavily  focused  on 
providing  home  visits,  which  are  conducted  with  over  half  of  the  eligible  families 
identified  by  DMA.  Home  visits  are  prioritized  for  families  who  are  newly  eligible 
for  EPSDT  services  and  those  with  children  overdue  for  screening  examinations.  A 
missed  appointment  also  triggers  a  home  visit.  Private  pediatricians  typically  notify 
the  health  department  when  a  client  has  missed  an  appointment  so  a  home  visit  will 
be  done,  a  sign  of  the  strong  collaborative  relationship  that  has  been  established  in 
this  county  between  private  pediatricians  and  the  county  health  department. 

■  In  Bibb  County,  the  Department  of  Family  and  Children  Services  (the  local  welfare 
agency)  operates  an  EPSDT  clinic  to  supplement  the  capacity  of  the  local  health 
department  to  serve  children.  Although  the  health  department  in  this  county  retains 
overall  responsibility  for  outreach,  the  DFCS  clinic  has  developed  its  own  extensive 
outreach  program.  Specifically,  a  full-time  transportation  worker  is  employed  to 
visit  families  without  phones  to  remind  them  of  appointments  scheduled  for  the  next 
day  and  to  transport  them  back  and  forth  to  their  appointments.  Transportation  is 
available  for  all  EPSDT  exams  as  well  as  for  any  diagnosis  and  treatment 
appointment  that  may  have  been  scheduled  as  a  result  of  an  EPSDT  screen. 
Services  are  prioritized  for  families  who  miss  scheduled  appointments,  either  at  the 
DFCS  clinic  or  the  health  department.  Also  bolstering  the  program  is  the  excellent 
support  of  the  other  welfare  programs  co-located  in  the  DFCS  office,  all  of  which 
encourage  families  to  bring  their  children  to  the  EPSDT  clinic  for  immunizations 
and  exams. 
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2.       Weaknesses  of  Outreach  Programs 


The  outreach  models  described  by  state  and  local  officials  have  many  strong  features.  However, 
despite  their  strengths,  both  state  and  local-level  interviewees  reported  many  areas  in  which  the 
systems  fall  short,  thereby  significantly  undermining  the  effectiveness  of  the  EPSDT  program. 
These  include: 


■  Inadequate  funding  for  outreach.  The  need  to  increase  funding  for  outreach  was 
consistently  identified  by  program  officials.  Although  the  Division  of  Public  Health 
has  requested  additional  funds  for  this  purpose,  the  legislature  has  not  approved  new 
budget  allocations.  Therefore,  despite  the  dramatic  increase  in  the  size  of  the 
eligible  population  in  recent  years,  state-level  funding  provided  to  districts  for 
outreach  has  remained  level  since  1985.  As  a  result,  health  department  caseloads 
have  become  unmanageably  large.  For  example,  the  average  monthly  contact  list 
provided  by  DMA  to  the  Fulton  County  Health  Department  contains  between  8,000 
and  9,000  names  for  the  county's  20  outreach  workers.  Few  outreach  workers  are 
also  responsible  for  a  large  nimiber  of  clients  in  smaller  counties,  as  well.  In 
Lowndes  County,  for  example,  one  outreach  worker  is  responsible  for  following-up 
on  a  list  of  approximately  400  children  each  month. 

Additional  outreach  workers  appear  to  be  particularly  needed  to  bolster  health 
departments'  capacity  to  provide  home  visits.  Although  a  significant  number  of 
home  visits  are  conducted  in  some  counties  (approximately  700  per  month  by  the 
Fulton  County  Health  Department  and  250  per  month  by  the  Lowndes  County 
Health  Department),  program  officials  indicated  that  many  more  recipients  could 
benefit  from  home  visiting  services.  Because  counties  do  not  have  the  ability  to 
provide  home  visiting  on  a  more  widespread  basis,  they  must  rely  heavily  on  letters 
and  telephone  outreach.  However,  outreach  workers  report  that  only  in  about  50 
percent  of  cases  does  a  letter  result  in  a  family  calling  to  schedule  an  EPSDT  visit. 
Further,  they  report  that  about  50  percent  of  phone  numbers  provided  by  DMA  are 
not  in  working  order. 

■  Limited  ability  of  health  departments  to  track  children.  The  outreach  contract 
between  DMA  and  DHR  specifies  that  health  departments  are  responsible  for 
contacting  children  who  miss  screening,  diagnosis  and  treatment  appointments. 
However,  insufficient  staff  and  lack  of  a  formal  tracking  report  from  DMA 
regarding  children  who  have  been  referred  for  diagnostic  or  treatment  visits  means 
that  only  little  or  inconsistent  follow-up  occurs. 

■  Poor  integration  between  local  health  departments  and  other  providers.  Intimately 
related  to  the  poor  ability  of  health  departments  to  monitor  children's  receipt  of 
diagnostic  and  treatment  services  is  the  general  lack  of  coordination  between  health 
departments  and  physicians  in  private  practice.  Private  providers,  for  example,  do 
not  typically  inform  health  departments  when  a  child  misses  an  appointment,  making 
it  impossible  for  outreach  workers  to  follow  up. 

The  problem  of  poor  integration,  furthermore,  affects  not  only  the  delivery  of  D&T 
services  but  also  of  screening  services.  During  the  site  visit  to  the  Southwest 
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Hospital  Primary  Care  Center,  staff  indicated  that  they  could  more  effectively  serve 
their  community  if  the  local  health  department  shared  the  lists  they  receive  from 
DMA  of  children  due  for  screens.  In  fact,  this  cooperative  arrangement  was 
reported  to  exist  in  Plains.  The  Plains  Medical  Center  recently  began  receiving  lists 
of  children  due  screens  from  the  health  department  and,  as  a  result,  the  health 
center  has  begun  directly  contacting  children  in  their  area  through  postcard 
mailings. 

■  Inadequate  resources  devoted  to  older  children.  Given  limited  resources,  health 
departments  and  other  public  providers  prioritize  services  to  infants  and  very  yoimg 
children.  Relatively  little  attention  is  focused  on  older  children,  particularly 
adolescents.  DMA's  efforts  to  enroll  schools  as  EPSDT  providers  is  one  of  the 
major  strategies  being  used  to  improve  the  poor  screening  rates  of  this  population. 

■  Transportation  barriers.  Medicaid's  transportation  program,  which  provides 
transportation  services  directly  or  reimburses  cab  or  bus  fare  for  medical 
appointments,  was  reported  by  Medicaid  officials  to  have  been  fairly  effective  in 
years  past.  However,  the  program  has  been  weakened  in  the  last  year  by  a 
significant  reduction  in  fees  paid  to  transportation  providers.  On  numerous 
occasions,  local  officials  described  how  the  supply  of  transportation  providers  had 
"dried  up,"  particularly  in  rural  areas  of  the  state.  As  a  result,  the  ability  of 
outreach  workers  to  facilitate  children's  receipt  of  EPSDT  services  has  been 
undermined. 

■  Poor  recipient  compliance.  Providers  consistently  reported  that  half  of  all 
scheduled  appointments  are  not  kept  by  Medicaid  clients.  The  one  exception~the 
Bibb  County  DFCS  clinic  previously  discussed-reported  a  low  no-show  rate  of  15 
percent.  This  clinic's  high  rate  of  recipient  compliance  is  likely  due  to  the  intensive 
transportation  assistance  they  provide.  Other  factors  which  may  also  be 
contributing  to  their  success  include  the  clinics'  proximity  to  other  welfare  programs 
(e.g.,  AFDC)  with  which  clients  routinely  interact,  as  well  as  the  implied  threat, 
given  the  clinic's  location  in  a  welfare  office,  that  receipt  of  AFDC  cash  assistance 
benefits  may  be  dependent  upon  children's  receipt  of  EPSDT  screens.  In  fact, 
given  that  Georgia  instituted  a  new  law  on  January  1,  1993,  under  a  federal 
demonstration  waiver  which  reduces  AFDC  cash  benefits  if  child  recipients  are  not 
appropriately  immunized,  clients  could  quite  possibly  assume  that  this  requirement 
extends  to  the  entire  EPSDT  exam. 


3.        Strategies  to  Improve  Outreach  Programs 

Although  the  many  areas  were  identified  as  needing  significant  improvement,  several  initiatives  to 
improve  outreach  services  were  also  noted,  including: 

■        Inclusion  of  private  provider  phone  numbers  on  recipient  notification  letters. 

Local  officials  responded  favorably  to  die  recent  addition  of  private  provider  names 
and  phone  numbers  to  the  notification  letters  generated  by  DMA's  fiscal  agent.  In 
general,  they  indicated  that  this  was  a  promising  strategy  for  more  effectively 
linking  recipients  with  providers,  particularly  since  the  providers  who  are  identified 
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are  in  the  recipient's  zip  code  area.  However,  at  the  time  of  the  site  visit,  the 
changes  were  too  new  to  have  yet  made  any  impact. 

Privatization  of  outreach  functions.  In  response  to  many  of  the  problems  identified 
above,  DMA  has  launched  a  new  initiative  to  improve  outreach  services,  as  well  as 
to  improve  provider  participation  in  EPSDT.  Emulating  similar  initiatives  in 
Peimsylvania  and  Louisiana,  the  state  has  released  a  Request  for  Proposals  (RFP)  to 
privatize  responsibility  for  portions  of  EPSDT  administration.  The  RFP  asks 
bidders  to  propose  strategies  for  improving  outreach  and  follow-up,  particularly  for 
children  who  have  been  referred  for  diagnostic  and  treatment  services.  As  well,  the 
RFP  calls  for  the  establishment  of  a  hotline  to  link  recipients  with  providers.  Under 
the  new  system,  outreach  to  recipients  would  be  conducted  through  mail  and 
telephone  contacts  rather  than  home  visits.  The  target  contract  start  date  is  April 
1994. 


B.       Issues  Regarding  Provider  Participation 

Although  many  private  providers  participate  in  Medicaid  and  access  to  treatment  services  was 
reported  to  be  quite  good,  access  to  preventive  services  is  more  limited.  This  is  due  to  the 
relatively  poor  participation  of  providers  in  the  EPSDT  program. 

Both  public  and  private  providers  revealed  several  important  insights  into  the  ongoing  access  and 
provider  participation  problems  of  the  EPSDT  program.  These  include: 

■  Low  screening  reimbursement  rate.  Most  providers  indicated  that  the  current 
screening  rate  of  $55.38  is  inadequate.  In  the  Fulton  County  Health  Department, 
for  example,  the  rate  is  significantly  lower  than  the  actual  cost  of  each  exam,  which 
was  found  in  a  time  study  to  be  between  $75  and  $79.  Furthermore,  the  low  rate  is 
believed  to  be  an  important  factor  in  the  decision  by  so  many  private  providers  not 
to  participate  in  the  program,  especially  given  the  demanding  protocol  of  the 
EPSDT  exam.  DMA  officials  expressed  some  willingness  to  renegotiate  the 
screening  rate  if  DPH  presented  an  updated  time  study  demonstrating  the  costs 
associated  with  delivering  a  screening  examination. 

Fees  paid  for  immunizations  were  also  noted  as  inadequate.  Due  to  low  fees, 
private  providers  routinely  send  children  to  the  health  department  for  vaccines 
rather  than  providing  them  in  their  offices.  Thus,  low  immunization  fees  have 
contributed  to  the  fragmentation  of  care. 

■  Negative  provider  perceptions  of  the  Medicaid  and  EPSDT  programs.  DMA 

officials  are  justifiably  proud  of  their  many  efforts  to  facilitate  physician 
participation  in  Medicaid  and  EPSDT.  These  efforts  have  included  the  successful 
implementation  of  electronic  billing  statewide  and  shortened  payment  turnaround 
times.  Nonetheless,  negative  physician  perceptions  of  Medicaid  persist,  such  as  the 
belief  that  Medicaid  is  administratively  burdensome  and  a  slow  payer.  Some 
officials  reported  that  private  physicians  have  said  they  would  rather  provide  care 
for  free  and  receive  a  tax  deduction  than  go  through  the  trouble  of  billing  Medicaid 
for  a  small  fee. 
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■        Competition  over  clients.  Despite  the  huge  and  ever  growing  number  of  children  in 
need  of  EPSDT  services,  turf  battles  between  health  departments  and  other 
providers  persist.  For  example,  when  assisting  clients  in  making  screening 
appointments,  health  departments  admitted  being  more  likely  to  make  an 
appointment  in  their  own  clinic  even  if  it  is  several  weeks  away  rather  than  seek  a 
more  tunely  appointment  with  a  private  provider.  An  mterview  with  a  private 
provider  who  was  making  a  concerted  effort  to  build  an  EPSDT  practice  and 
estabhsh  links  with  local  health  departments  revealed  that  he  still  is  not  getting 
referrals  of  children  needing  screens.  This  competitive  environment  appears  to  be 
xmnecessarily  limiting  children's  access  to  care. 


C.       Issues  Regarding  the  Provision  of  EPSDT  Screening  Services 

As  outlined  in  the  previous  discussion  on  EPSDT  screening  services,  the  OBRA-89  provisions 
regarding  periodicity  schedules,  interperiodic  screens,  and  partial  screening  have  not  significantly 
impacted  EPSDT  policy  in  Georgia.  Therefore,  this  section  will  focus  on  issues  related  to  the 
delivery  of  screening  services  and  the  implementation  of  OBRA-89's  requirements  for  lead 
screening. 

1.        Delivery  of  EPSDT  Screening  Services 

Georgia's  various  efforts  to  improve  provider  participation  indicate  that  the  state  is  trying  to 
broaden  the  base  of  EPSDT  providers.  In  addition  to  local  health  departments,  the  program  now 
includes  private  providers  as  EPSDT  providers.  Similarly,  DMA  is  trying  to  encourage  all  private 
physicians  who  currently  deliver  preventive  services  to  children  to  formally  enroll  in  EPSDT. 

Because  preventive  services  are  being  delivered  by  both  public  health  departments  and  private 
providers,  questions  arise  regarding  potential  differences  in  the  quality  and  content  of  screens 
delivered  in  the  public  versus  the  private  sectors.  The  suspicion  that  private  providers  may  be 
rendering  preventive  care  both  within  and  outside  of  the  EPSDT  system  further  complicates  the 
issue.  Little  information  is  available  regarding  differences  in  services  rendered  by  private  providers 
who  are  and  are  not  formally  enrolled  in  EPSDT;  Georgia  has  not  conducted  any  special  studies  or 
audits  to  investigate  this  issue.  However,  interviewees  did  share  observations  regarding  general 
differences  in  the  way  in  which  screening  protocols  tend  to  be  executed  by  public  and  private 
providers.  Comments  addressed  differences  in  the  type  of  providers  rendering  screens,  the  content 
of  exams,  the  length  of  screens,  and  fragmentation  of  services,  as  described  below: 

■  Provider  types.  In  public  health  departments  and  schools,  screens  are  typically 
delivered  by  nurses  and  nurse  practitioners,  whereas  physicians  perform  most 
components  of  the  screening  examinations  in  private  offices. 

■  Content  of  exams.  Private  physicians  Were  generally  noted  as  being  less  observant 
of  the  EPSDT  protocol  guidelines  than  health  departments.  For  example,  Lowndes 
County  health  officials  indicated  that  private  physicians  are  not  as  likely  to  do  the 
rigorous  hearing  tests  (using  a  pure  tone  audiometer,  for  example)  and  vision  tests 
as  health  departments.  Similarly,  private  physicians  were  reported  to  be  less 
inclined  to  use  the  Denver  Developmental  Screen  than  health  departments. 
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■  Length  of  screening  examinations.  The  length  of  time  spent  with  children  and 
their  families  during  a  typical  screening  examination  was  consistently  reported  to  be 
significantly  longer  in  health  departments  than  in  private  physicians'  offices. 
Average  time  involved  in  providing  a  screen  to  the  Fulton  and  Lowndes  County 
health  departments,  for  example,  was  reported  to  be  at  least  one  hour,  as  compared 
with  20  to  40  minutes  when  conducted  by  local  private  physicians  (these  figures 
exclude  waiting  times).  The  longer  examination  times  in  public  health  departments 
were  attributed  to  public  health  nurses  being  more  apt  to  discuss  test  results  and 
provide  health  education  and  coimseling. 

■  Fragmentation  of  services.  As  previously  discussed,  private  providers  were 
reported  to  conmionly  refer  children  to  health  departments  for  immunizations.  This 
practice,  believed  to  be  a  result  of  low  immunization  reimbursement  rates,  has 
raised  concerns  about  fragmentation  of  services.  An  additional  concern  is  that 
children  will  be  lost  to  follow-up  because  of  the  typically  long  waiting  times  in 
health  departments  for  immunizations  and  other  services. 

Despite  these  differences,  most  state  and  local  officials  expressed  confidence  that  screens  provided 
outside  of  health  departments  are  generally  of  a  high  quality.  In  fact,  several  potential  advantages 
of  the  private  sector  over  health  departments  were  noted,  including: 

■  Private  physicians  providing  screening  services  are  also  likely  to  serve  as  a  child's 
primary  care  provider  or  "medical  home."  In  these  cases,  private  physicians'  less 
vigilant  reliance  on  the  most  rigorous  vision,  hearing,  and  developmental  tests  may 
not  be  problematic  because  they  are  likely  to  see  these  patients  repeatedly  over  time 
and  be  able  to  provide  continuous  care. 

■  Children  may  obtain  both  preventive  and  sick  care  from  private  physicians.  In 
contrast,  most  health  departments  are  only  equipped  to  deliver  preventive  services 
and  to  treat  a  limited  number  of  ailments,  while  most  other  conditions  must  be 
handled  through  outside  referrals.  Therefore,  local  health  departments  are  less 
likely  to  serve  as  a  child's  "medical  home,"  and  children  who  receive  care  from 
health  departments,  rather  than  private  office-based  physicians,  may  be  more  likely 
to  require  the  services  of  several  providers  to  have  all  of  their  needs  met. 

2.        Implementation  of  Lead  Screening 

Implementation  of  universal  lead  screening  for  Medicaid-eligible  children  has  been  significantly 
delayed  in  Georgia.  At  the  time  of  the  site  visit,  although  more  than  three  years  had  passed  since 
the  effective  date  of  OBRA-89,  the  policy  was  only  beginning  to  be  implemented  statewide. 

There  have  been  a  range  of  impediments  to  implementation  of  this  policy  in  Georgia.  One  of  the 
major  obstacles  has  been  the  widespread  belief  among  both  providers  and  program  officials  that 
lead  exposure  is  not  a  major  problem  in  most  parts  of  the  state.  More  specific  implementation 
barriers,  many  of  which  were  first  encountered  by  health  departments  conducting  lead  screening 
pilot  programs,  were  also  identified  in  site  visit  interviews.  These  include: 
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■  Difficult  blood  collection  procedures.  For  example,  collection  of  a  capillary  sample 
often  requires  several  finger  or  heel  sticks  of  children.  Furthermore,  fingerstick 
capillary  samples  are  easily  contaminated,  contributing  to  high  false  positive  rates. 
Collecting  blood  from  infants  via  venipuncture  was  also  reported  to  be  extremely 
difficult  for  providers  to  perform. 

■  Insufficient  capacity  of  labs  to  perform  blood  lead  analysis. 

■  Lack  of  standardized  lab  protocols,  resulting  in  wide  variation  in  test  results  by 
different  labs. 

■  High  no-show  rate  (90  percent  in  Fulton  County)  for  follow-up  appointments  with 
children  whose  initial  screenings  identified  elevated  lead  levels. 

■  Concern  about  insufficient  availability  of  treatment  and  environmental  abatement 
services  for  children  identified  as  having  elevated  lead  levels. 

As  well,  the  delay  on  the  pan  of  federal  agencies  in  establishing  tolerance  levels  and  screening 
protocols  was  noted  as  a  contributing  factor  in  the  slow  implementation  process. 

The  state  has  undenaken  several  initiatives  to  address  these  problems.  A  task  force  was  established 
which  proved  instrumental  in  recruiting  labs  to  provide  lead  testing  services.  The  state  worked  with 
the  Centers  for  Disease  Control  to  establish  uniform  laboratory  testing  procedures.  Finally, 
Medicaid  coverage  was  expanded  to  include  environmental  abatement  procedures.  Only  after  these 
changes  had  been  made  did  Medicaid  officials  feel  it  was  reasonable  to  begin  requiring  providers  to 
screen  children  in  accordance  with  OBRA-89  requirements  and  to  set  the  implementation  date  of 
July  1993.  Site  visit  meetings  indicated  that  most  providers  were  getting  ready  to  begin  universal 
lead  screening  as  part  of  the  EPSDT  exam,  as  required  under  new  state  policy. 

D.       Issues  Regarding  the  Provision  of  Diagnostic  and  Treatment  Services 

According  to  reports  from  providers  who  were  interviewed,  approximately  50  percent  of  EPSDT 
screens  result  in  the  identification  of  a  child  with  a  health  problem  needing  attention.  The  most 
common  ailments  were  reported  to  be  dental,  vision,  hearing,  and  skin  problems,  as  well  as 
developmental,  behavioral,  and  nutritional  problems. 

Depending  on  the  training  and  resources  of  the  screening  provider,  many  of  the  more  conmion 
childhood  problems  (e.g.,  otitis  media,  rashes)  are  treated  immediately.  For  more  complicated 
conditions  (e.g.,  orthopedic  and  developmental  problems),  children  are  referred  to  outside 
specialists.  With  the  exception  of  dental  care,  access  to  diagnosis  and  treatment  providers  was 
reported  as  being  excellent  in  Georgia.  Medical  centers  in  Fulton  and  Bibb  Counties  were  noted  as 
being  particularly  good  resources  for  specialty  services.  However,  health  departments  indicated  that 
continuity  of  care  could  be  improved  if  more  staff  were  available  to  render  treatment  services  at  the 
same  time  screens  are  performed  and  problems  are  identified. 

Although  access  to  specialty  providers  was  generally  described  as  excellent,  it  is  noteworthy  that 
Medicaid  and  the  major  program  to  serve  children  with  special  health  care  needs,  the  Children's 
Medical  Services  (CMS)  program  funded  by  Title  V,  were  found  to  be  poorly  linked.  According  to 
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state  officials,  services  provided  through  the  CMS  program  are  not  reimbursed  by  Medicaid.  This 
is  not  because  of  an  unwillingness  on  Medicaid's  part  to  reimburse  CMS  for  services  rendered  but 
rather  because  CMS  providers  have  traditionally  resisted  participating  in  Medicaid,  preferring 
instead  to  receive  a  tax  deduction  in  exchange  for  donating  their  time.  While  admitting  that  the  lost 
revenue  is  problematic,  state  public  health  officials  have  been  reluctant  to  pursue  the  issue  because 
of  concern  that  doing  so  would  reduce  providers'  support  and  participation,  which  is  excellent 
under  the  current  system. 

As  at  the  state  level,  the  OBRA-89  provision  requiring  coverage  of  all  medically  necessary  services 
has  had  very  little  impact  at  the  local  level.  In  particular: 

■  Public  and  private  providers  were  typically  unaware  of  this  OBRA-89  provision  and 
reported  not  having  been  notified  by  DMA  of  policy  changes. 

■  Limitations  on  services  were  generally  not  reported  to  be  problematic,  except  in  the 
case  of  eyeglasses  which  continue  to  be  limited  to  only  one  pair  per  year  without 
prior  approval. 

■  Referral  patterns  had  not  changed  because  providers  have,  and  continue  to,  make 
referrals  based  on  children's  service  needs  rather  than  by  Medicaid  coverage 
policies. 

E.       Issues  Regarding  Special  Service  Delivery/Integration  Initiatives 

As  discussed  in  the  special  service  delivery/integration  initiatives  section  earlier,  Georgia  has  mainly 
focused  on  two  areas:  schools  and  Part  H.  Implementation  issues  relating  to  each  of  these 
initiatives  are  discussed  below. 

1.        Issues  Regarding  School-based  Initiatives 

The  Atlanta  Public  Schools,  one  of  the  few  school  districts  currently  enrolled  in  the  EPSDT 
program,  has  succeeded  in  creating  an  impressive  model  program  for  the  state.    When  the  school 
system  first  enrolled  as  an  EPSDT  provider  in  February  1991,  there  were  only  29  nurses-none  of 
whom  were  certified  to  provide  EPSDT  screens-serving  115  middle  and  high  schools,  and  no 
nurses  on  site  at  approximately  85  elementary  schools.  To  bolster  the  school  system's  capacity  to 
provide  health  services  to  Atlanta's  students,  several  steps  were  taken: 

■  Nurses  were  enrolled  in  the  newly  established  basic  nurse  training  program  at 
Georgia  State  University." 

■  Nurses  were  rotated  to  cover  elementary  schools  and  preschools  in  addition  to 
secondary  schools. 


At  the  time  of  the  site  visit,  twenty-nine  school  nurses  had  been  certified  to  provide  EPSDT  screens 
and  several  more  were  nearing  completion  of  the  certification  requirements. 
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■  Local  medical  schools  and  Community  Health  Centers  were  enlisted  to  serve  as 
medical  program  consultants  to  school  nurses  and  as  sources  of  diagnosis  and 
treatment  care  for  children  who  do  not  have  a  regular  provider. 

Over  the  program's  two-year  life,  the  number  of  school  nurses  has  increased  to  37  and  the  number 
of  elementary  and  secondary  school-based  programs,  including  both  on  site  and  community-linked 
models,  has  reached  95. 

While  buildmg  their  provider  capacity,  the  school  system  has  also  developed  an  outreach  system  for 
identifying  children  in  need  of  screening  services.  Six  outreach  workers,  hired  with  matching  funds 
from  Medicaid,  perform  a  range  of  activities  to  identify  children  needing  care  and  facilitate  their 
receipt  of  services.  These  include  obtaining  consent  forms,  contacting  parents  to  schedule  screening 
appointments  and  obtain  medical  histories,  and  identifying  providers  for  diagnosis  and  treatment 
services.  Providing  outreach  appears  to  have  significantly  improved  the  school's  ability  to  serve 
children;  since  outreach  workers  were  hired  in  November  1992,  the  number  of  screening  exams  has 
increased  by  over  400  percent. 

While  there  are  many  strong  features  of  the  Atlanta  Public  School  system's  screening  program, 
there  are  also  several  shortfalls.    First,  schools  are  not  equipped  to  provide  the  full  range  of 
EPSDT  services-immunizations  are  not  typically  provided  due  to  lack  of  refrigeration  for  storage, 
and  neither  is  lead  screening  done.    Second,  the  supply  of  school  nurses  remains  inadequate  to 
serve  all  children  in  need. 

A  more  general  limitation  of  the  effectiveness  of  school-based  EPSDT  initiatives  in  the  state  is  that 
they  are  currently  only  reaching  a  small  minority  of  the  school-age  population;  only  10  of  the  more 
than  300  school  systems  in  the  state  have  thus  far  enrolled  as  EPSDT  providers.  However, 
although  few  schools  have  formally  enrolled  in  EPSDT,  various  other  arrangements  exist  for 
providing  school-based  services  to  students.  For  example: 

■  In  Lowndes  County,  schools  often  arrange  for  services  by  contracting  with  the 
health  department.  Under  these  arrangements,  public  health  nurses  go  to  schools  to 
conduct  screens.  Lowndes  County  local  health  department  officials  prefer  this 
model  over  that  in  Atlanta  due  to  the  health  department's  greater  ability  to  provide  a 
more  comprehensive  range  of  services. 

■  The  Plains  Community  Health  Center  staff  provide  or  arrange  for  vision,  hearing, 
and  dental  exams,  as  well  as  blood  pressure  screenings,  to  be  provided  at  schools. 
Nurses  also  provide  screenings  for  children  in  the  Head  Start  program. 

In  neither  of  these  cases,  however,  is  Medicaid  being  billed  for  these  services. 


2.        Issues  Regarding  Implementation  of  Part  H 

The  Part  H  initiative  in  Georgia  is  still  very  new,  having  only  been  launched  in  April  1993.  Thus, 
little  information  was  available  at  the  time  of  the  site  visit  regarding  the  program's  impact. 
However,  an  early  assessment  of  the  Child  Tracking  System  implemented  in  1992,  the  major 
initiative  for  at-risk  (not  necessarily  Part  H  eligible)  children,  found  indications  of  a  successftil  start. 
Specifically. 
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■  A  large  niimber  of  hospitals  delivering  babies  or  providing  pediatric  services,  as 
well  as  pediatricians  and  family  practice  physicians,  had  received  presentations  on 
the  Child  Tracking  System. 

■  Of  the  children  enrolled  in  the  tracking  system,  approximately  80  percent  had 
received  at  least  one  comprehensive  health  assessment. 

However,  only  a  small  portion  of  the  estimated  eligible  population  had  thus  far  been  eiu-olled. 
Improvements  are  likely  as  the  program  becomes  more  widely  known. 


F.       Issues  Regarding  Data  Reporting  Practices 

Generally  Georgia  appears  to  be  reporting  data  on  HCFA  Form  416  form  accordmg  to  HCFA 
guidelines.  One  important  variation,  however,  was  noted: 

■  As  mentioned  previously,  HCFA  guidance  asks  only  for  diagnosis  and  treament 
services  for  the  vision  and  hearing  category  and  for  certain  preventive  services  for 
the  dental  category.  Although  Georgia  reports  diagnosis  and  treatment  services  for 
vision  and  hearing  services  as  directed,  the  state  does  not  discriminate  between 
preventive  and  D&T  visits  when  reporting  dental  data  to  HCFA. 

Other  issues  of  note  include: 

■  Per  HCFA  guidance,  Georgia  identifies  on  the  HCFA-416  the  number  of  eligibles 
referred  for  corrective  treatment  by  counting  children  who  were  referred  by  their 
screening  provider  for  outside  follow-up  care.  However,  interviews  conducted 
during  the  site  visit  revealed  that  large  numbers  of  children  found  to  have  health 
problems  are  immediately  treated  by  the  screening  provider.  Whether  or  not  a 
provider  refers  a  child  for  outside  treatment  may  depend  more  on  the  training  and 
capacity  of  the  provider  than  the  severity  of  the  illness,  as  both  physicians  and  non- 
physicians  perform  screens. 

This  issue  raises  the  question  of  what  the  real  intent  of  this  data  category  is,  or 
should  be.  Specifically,  is  it  more  important  to  obtain  information  on  the  number  of 
children  referred  out  for  follow-up  care  as  currently  worded  in  the  HCFA  guidance? 
Or,  would  the  HCFA-416  be  more  useful  if  it  reported  the  number  of  children  that 
were  found  to  have  an  illness  as  a  result  of  receiving  an  EPSDT  screen? 

■  The  80  percent  EPSDT  panicipation  goal  for  1995  is  becoming  an  increasingly 
distant  target  in  Georgia.  As  discussed  fearlier,  the  portion  of  eligible  children  that 
the  state  reported  as  having  received  screens  decreased  from  44  percent  in  FY  1989 
to  23  percent  in  FY  1992.  This  dramatic  drop  is  due  to  the  constraints  on  the 
delivery  system  that  have  arisen  from  a  rapidly  expanding  population  of 
EPSDT-eligible  children  without  a  relative  increase  in  resources  to  serve  them. 
Given  the  combination  of  continuing  Medicaid  eligibility  expansions  and 
traditionally  low  screening  rates,  DMA  officials  feel  that  HCFA's  goal  of  80 
percent  participation  by  1995  is  likely  an  unreachable  one. 

80 


Health  Systems  Research,  Inc. 


V.       Lessons  Learned  and  Issues  for  the  Future 

This  section  concludes  the  chapter  by  providmg  summaries  and  highlights  of  several  key  areas 
relating  to  Georgia's  EPSDT  program,  including:  the  program  design;  the  state's  responses  to 
OBRA-89;  overall  strengths  and  weaknesses  of  the  program;  and  issues  needing  to  be  addressed  in 
the  future. 


A.  Summary  of  Program  Design 

Georgia's  EPSDT  program  has  a  tradition  of  strong  public  health  involvement.  Historically,  public 
health  departments  have  been  the  major  providers  of  EPSDT  screenmg  services.  In  1985,  public 
health  departments  also  became  responsible  for  another  important  component  of  the  EPSDT 
program:  outreach  activities.  Whereas  the  Department  of  Family  and  Children  Services  is 
responsible  for  determining  Medicaid  eligibility,  the  Division  of  Public  Health  is  charged  with 
tracking  clients  to  ensure  that  services  are  received  according  to  periodicity  schedules,  that 
assistance  with  scheduling  appointments  and  arranging  transportation  is  provided,  and  that  needed 
diagnosis  and  treatment  services  are  obtained.  DMA  assists  health  departments  in  outreach  by 
providing  lists  of  clients  to  be  contacted. 

Despite  having  opened  the  EPSDT  system  to  private  providers  a  decade  ago,  Georgia's  pool  of 
participating  physicians  remains  limited.  Access  to  EPSDT  services  is  inadequate  to  serve  the 
growing  numbers  of  children  on  Medicaid,  as  reflected  in  the  1992  screening  rate  of  23  percent. 
To  bolster  the  capacity  of  the  EPSDT  system  to  serve  children,  DMA  has  focused  in  recent  years 
on  recruiting  private  and  other  providers  (e.g.,  schools)  as  EPSDT  providers.  Frustrated  by  the 
shortfalls  of  outreach  services  conducted  by  the  Division  of  Public  Health,  DMA  is  currently  in  the 
process  of  seeking  a  private  contractor  to  carry  out  provider  recruitment  and  outreach  functions. 
This  move  represents  an  important  shift  away  from  the  traditional  dominance  by  public  health  of 
Georgia's  EPSDT  program. 

B.  Summarv  of  State  Responses  to  OBRA-89 

The  overall  structure  of  Georgia's  EPSDT  program  has  not  changed  significantly  in  many  years. 
Furthermore,  the  impact  of  OBRA-89's  individual  provisions  on  who  may  provide  screens,  the 
frequency  with  which  screens  may  be  reimbursed,  the  content  of  screening  examinations,  and 
coverage  of  optional  services  has  been  fairly  limited,  as  indicated  below: 

■  Who  may  provide  screens:  The  OBRA-89  provision  on  partial  screening  providers 
has  not  directly  resulted  in  changes  regarding  who  may  provide  distinct  EPSDT 
screening  services. 

■  The  frequency  of  screens:  Periodicity  schedules  have  not  been  changed  as  a  result 
of  OBRA-89. 

■  The  content  of  screening  examinations:  OBRA-89's  lead  screening  requirements 
had  little  impact  in  Georgia  until  very  recently;  lead  screening  began  being  required 
only  as  of  July  1,  1993;  and 
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Coverage  of  optional  services:  Few  optional  services  have  been  added  to  the  state 
plan  since  1989  and  none  that  will  significantly  alter  children's  access  to  services. 


Thus,  the  individual  OBRA-89  provisions  did  not  significantly  change  the  structure  of  Georgia' 
EPSDT  program.  Nonetheless,  Medicaid  officials  indicated  that  passage  of  the  legislation  has  had 
an  important  impact  in  the  state  due  to  increased  attention  on  the  EPSDT  program.  Initiatives 
which  have  grown  out  of  this  heightened  attention  include: 

■  Expanding  outreach  activities  (e.g.,  development  of  a  public  relations  campaign); 

■  Broadening  the  EPSDT  provider  base  (e.g.,  through  the  inclusion  of  schools  and 
appropriately  trained  registered  nurses);  and 

■  Integrating  preventive  and  specialty  services  through  the  creation  of  the  Children's 
Intervention  Services  Program  (CISP)  which  provides  Medicaid  financing  for 
therapy  and  other  services  needed  by  the  Part  H  population. 


C.       Overall  Strengths  and  Weaknesses  of  the  Program 

A  variety  of  strengths  and  weaknesses  were  found  in  the  various  EPSDT  program  components 
discussed  in  this  chapter,  many  of  which  have  been  previously  noted.  To  summarize,  major 
strengths  and  weaknesses  of  Georgia's  EPSDT  program  can  be  organized  into  the  following 
categories:  access  to  EPSDT  screening  services,  outreach,  providers,  and  governance. 

■  Access  to  EPSDT  screening  services.  Georgia  has  aggressively  expanded  health 
insurance  coverage  for  infants  and  children  in  recent  years  through  Medicaid 
eligibility  expansions.  As  a  resuh,  the  population  eligible  for  EPSDT  services  has 
been  dramatically  increased  since  OBRA-89.  While  the  overall  number  of  children 
eligible  for  services  has  spiraled,  the  portion  of  eligible  children  receiving  screening 
services  has  decreased  significantly.  In  addition,  access  to  services  varies  by  age; 
infants  are  relatively  well  served  compared  to  the  overall  population  of  eligible 
children,  while  a  very  small  portion  of  adolescents  receive  EPSDT  screens. 

■  Outreach.  The  outreach  component  of  Georgia's  EPSDT  program  has  several 
important  strengths.  First  is  the  central  role,  as  the  system  currently  stands,  of  the 
public  health  departments.  The  advantages  of  their  involvement  include  helping  to 
portray  EPSDT  to  clients  as  a  health  rather  than  a  welfare  program,  increasing  the 
likelihood  that  counseling  and  parenting  education  services  will  be  provided  during 
screening,  and  improving  families'  access  to  other  services  provided  by  pubhc 
health  departments  (e.g.,  WIC  and  family  planning).  Another  strong  feature  is  that 
outreach  is  provided  to  all  new  Medicaid  eligibles,  rather  than  only  those  families 
who  indicate  an  interest  in  EPSDT  during  the  Medicaid  application  process. 

Despite  the  design's  strong  points,  important  weaknesses  were  noted  which  greatiy 
diminish  the  program's  effectiveness.  These  include  inadequate  funding  for 
outreach,  lack  of  systematic  feedback  by  private  providers  to  health  department 
outreach  workers  on  children  missing  medical  appointments,  and  transportation 
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barriers.  Furthermore,  Medicaid  funds  are  not  being  maximized  for  outreach 
services. 

■  Providers.  The  availability  of  EPSDT  services  is  intrinsically  linked  to  the  size  of 
the  provider  base,  which  is  limited  in  Georgia.  Factors  contributing  to  the 
inadequate  number  of  EPSDT  providers  include  the  low  reimbm-sement  rate  for 
screening  examinations  and  persistent  turf  battles  between  public  health  departments 
and  other  providers. 

The  limited  supply  of  EPSDT  providers  has  resulted  in  insufficient  access  to 
services  for  Georgia's  eligible  children.  This  is  particularly  the  case  for  dental 
providers,  which  were  reported  to  be  Umited  in  many  areas  of  the  state.  DMA, 
however,  deserves  credit  for  the  agency's  numerous  efforts  to  expand  the  number  of 
EPSDT  providers.  In  contrast  to  the  limited  access  to  preventive  services,  Georgia 
was  found  to  have  relatively  good  availability  of  diagnosis  and  treatment  providers. 

■  Governance.  While  not  explicitly  a  strength  or  a  weakness,  intergovernmental 
relationships  within  a  state  have  a  large  impact  on  how  well  the  state's  EPSDT 
program  operates.  In  Georgia,  the  major  governance  issue  is  the  nature  of  the 
relationship  between  the  state  and  its  159  independent  counties.  On  the  one  hand, 
allowing  counties  significant  flexibility  encourages  the  development  of  unique 
models  which  best  fit  communities'  individual  needs  (e.g.,  a  home  visiting-based 
outreach  program  in  Lowndes  County  and  a  welfare-based  EPSDT  clinic  in  Bibb 
County).  On  the  other  hand,  the  lack  of  state  control  often  makes  it  difficuh  to 
uniformly  implement  federal  and  state  policies  and  to  get  information  and  data 
regarding  local-level  activities.  The  establishment  of  the  Health  District  structure 
represents  an  attempt  by  the  state  to  influence  local  policy  development  and  program 
implementation.  However,  because  of  the  divided  lines  of  authority  to  which 
District  Health  Officers  are  subject,  the  effectiveness  of  this  structure  for  this 
purpose  is  often  diminished. 

Another  interesting  resuh  of  the  county-run  structure  is  that  EPSDT  revenues  earned 
by  local  health  departments  may  or  may  not  be  recycled  back  into  the  public  health 
system,  depending  on  the  individual  decisions  of  the  county  commissioners.  The 
Fulton  County  Health  Department,  for  example,  only  began  receiving  the  revenues 
generated  by  the  performance  of  EPSDT  screens  within  the  last  year.  Finally, 
complex  intergovernmental  relationships  regarding  financing  arrangements  have 
made  it  difficult  to  increase  the  funding  base  for  outreach  services. 


D.       Issues  for  the  Future 

Overall,  the  direction  of  Georgia's  Medicaid/EPSDT  policy  indicates  the  state's  commitment  to 
expanding  access  to  and  improving  the  quality  of  services  for  children.  This  is  clearly  reflected  in 
the  state's  dramatic  expansion  of  Medicaid  eligibility  for  children.  A  major  issue  now  facing 
Georgia  Medicaid  officials,  as  well  as  program  officials  in  many  other  states  across  the  country,  is 
how  to  develop  the  system's  capacity  to  more  effectively  serve  the  expanding  population  of  eligible 
children. 
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Two  particular  system  capacity  issues  identified  by  program  officials  as  warranting  fiiture  attention 
are: 

■  The  high  nurse  vacancy  rate.  There  is  a  33  percent  nurse  vacancy  rate  in  health 
departments  overall  and  a  19  percent  vacancy  rate  in  the  Fuhon  Coimty  Health 
Department.  Developing  the  nursing  pool  was  noted  as  a  particularly  important 
strategy  for  enhancing  public  health's  capacity  to  serve  eligible  children. 

■  Development  of  school-based  health  programs.  More  aggressive  efforts  to  enroll 
more  school  systems  as  EPSDT  providers  is  feh  to  be  important  in  improving 
access  to  health  services  for  children  beyond  early  life. 

DMA's  varied  initiatives  to  improve  provider  capacity  currently  underway  indicate  Georgia's 
commitment  to  addressing  these  and  other  system  capacity  issues  and,  thus,  further  improving  the 
state's  EPSDT  program. 
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Chapter  III:  Michigan 
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I.  Introduction 


This  chapter  presents  a  case  study  and  process  analysis  of  the  Early  and  Periodic  Screening, 
Diagnostic,  and  Treatment  (EPSDT)  program  in  the  State  of  Michigan.  The  discussion  and  analysis 
are  based  on  the  findings  of  a  site  visit  to  the  state  by  a  two-person  consulting  team  during  the  week 
of  May  24,  1993.  During  the  five-day  site  visit,  the  team  met  with  a  broad  range  of  public 
program  officials  and  EPSDT  service  providers.  Forming  the  core  of  the  interviews  were  meetings 
with  various  state  officials  representing  the  Michigan  Department  of  Social  Services  (which  houses 
the  Medicaid  agency)  and  the  Michigan  Department  of  Public  Health  (which  oversees  the  operations 
of  the  state's  local  health  departments-key  providers  of  EPSDT  services). 

In  addition  to  meeting  with  state  officials,  the  site  visit  was  also  designed  to  expose  the  research 
team  to  a  variety  of  local-level  service  delivery  systems.  Therefore,  visits  and  interviews  were 
conducted  in  several  cities  and  towns  across  the  state,  including  large  urban  centers,  medium-sized 
towns,  and  rural  communities.  These  included:  the  City  of  Detroit,  the  largest  population  center  in 
the  state;  Ingham  County,  a  large  jurisdiction  in  central  Michigan  which  contains  not  only  the  state 
capitol  of  Lansing,  but  also  many  small  and  rural  towns;  and  Bay  County,  a  rural  district  located  in 
the  northern  portion  of  the  state  on  the  shores  of  Saginaw  Bay  and  Lake  Huron.  During  these 
visits,  the  team  met  with  numerous  local-level  program  officials  and  providers.  Specifically,  in 
Detroit,  meetings  were  conducted  with  the  City  Department  of  Health  and  OmniCare,  Inc.,  a  large 
health  maintenance  organization  serving  Medicaid  recipients.  Meetings  were  also  held  with  the 
Ingham  County  Departments  of  Health  and  Social  Services,  the  Bay  County  Health  Department, 
and  Bay  Pediatrics,  a  two-physician  private  practice  serving  Bay  City,  Michigan.  (For  a  complete 
site  visit  agenda,  please  refer  to  Appendix  A  in  Volume  1.) 


II.       Background  on  the  State  of  Michigan 

To  provide  a  context  for  understanding  Michigan's  EPSDT  program,  this  section  is  devoted  to  a 
discussion  of  relevant  background  information.  Five  areas  are  discussed:  general  characteristics  of 
the  State  of  Michigan  and  its  population;  an  overview  of  the  state's  Medicaid  and  EPSDT 
programs,  including  a  summary  of  recent  recipient  and  expenditure  data;  recent  activities  in 
Michigan  to  improve  access  to,  and  the  quality  of,  maternal  and  child  health  services  under 
Medicaid;  an  overview  of  the  state  agencies  that  administer  and  participate  in  EPSDT  operations; 
and  a  discussion  of  the  nature  of  state  and  local  intergovernmental  relationships  within  Michigan 
and  between  state  and  local  agencies  involved  with  EPSDT. 


A.       The  State  of  Michigan 

Michigan,  located  in  the  north-central  portion  of  the  United  States,  is  the  only  one  of  the  49 
continental  states  that  is  split  into  two  large  land  masses:  the  sparsely  populated  but  mineral-rich 
Upper  Peninsula,  and  the  mitten-shaped  Lower  Peninsula.  The  state  is  also  unique  in  that  it  borders 
four  of  the  five  Great  Lakes  (Encyclopedia  Britannica,  1993).  More  than  70  percent  of  the  state's 
9.3  million  residents  live  in  urban  areas,  with  heavy  concentrations  in  the  industrialized  centers  of 
the  Lower  Peninsula,  including  Detroit,  Flint,  Pontiac,  Grand  Rapids,  and  the  state  capitol,  Lansing 
(U.S.  Bureau  of  the  Census,  1990).  While  the  state's  economy  has  relied  primarily  on  the  auto 
mdustry  since  the  early  part  of  this  century,  Michigan  is  also  well-known  for  its  agricultural 
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production,  centered  largely  around  the  production  of  com  and  fruits  such  as  cherries  and  apples 
(Encyclopedia  Britannica,  1993). 

Of  the  9.3  million  Michiganders,  83  percent  are  white,  14  percent  are  African  American,  and  less 
than  3  percent  are  Hispanic.  A  large  proportion  of  the  state's  population-14  percent-live  below 
the  federal  poverty  Ime  (U.S.  Bureau  of  the  Census,  1990).  Approximately  12  percent  of  the 
state's  population  received  Medicaid-covered  services  in  1992  (Health  Care  Financing 
Administration  [HCFA],  1993;  U.S.  Bureau  of  the  Census,  1992). 

Statewide,  just  over  900,000  mdividuals-roughly  10  percent  of  the  state  population-lacked  health 
insurance  in  1992  (U.S.  Bureau  of  the  Census,  1993).  Just  under  8  percent  of  all  children  under 
age  17-or  191,000  children-were  uninsured  that  year  (Employee  Benefits  Research  Institute, 
1993).  As  will  be  discussed  in  detail  below,  Michigan  has  in  recent  years  undertaken  a  variety  of 
efforts  to  address  this  problem,  in  particular  by  expanding  Medicaid  coverage  of  low-income 
pregnant  women  and  children. 

B.       Overview  of  the  Medicaid  and  EPSDT  Programs 

Unlike  the  other  three  states  in  this  study,  the  Michigan  Medicaid  program  grew  quite  slowly 
during  the  period  being  studied  under  this  evaluation.  According  to  analyses  by  SysteMetrics  of  the 
state's  Tape-to-Tape  data.  Medicaid  recipients-*  increased  by  7  percent,  from  905,400  to  966,800, 
between  1989  and  1992  (see  Table  lll-l).  In  contrast,  expendinires  increased  by  a  significant  46 
percent,  from  $1.9  billion  in  1989  to  $2.8  billion  in  1992. 


Table  III-l. 

 .    7  . 

CALENDAR  YEARS  198^  AND 

1989 

1992 

Percent  Change 
1989-1992 

Total  Medicaid  Recipients 

905,383 

966,817 

6.8% 

Total  Medicaid  Expenditures 
(in  $  1,000s) 

$1,928,076 

$2,823,081 

46,4% 

Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


To  ensure  consistency  across  the  various  reports  produced  under  this  project,  all  data  describing  the 
Medicaid  population  were  drawn  from  SysteMetrics'  analyses  of  the  Tape-to-Tape  data  files.  Please 
note  that,  in  accordance  with  SysteMetrics'  definition  of  the  analysis  population,  the  data  presented  in 
this  report  exclude  persons  enrolled  in  capitated  plans,  residing  in  institutions  (nursing  homes, 
intermediate  care  facilities  for  the  mentally  retarded,  and  inpatient  psychiatric  facilities),  and 
possessing  dual  Medicare  and  Medicaid  coverage.  (More  detailed  information  on  the  data  sources  and 
methods  used  by  SysteMetrics  for  their  analyses  is  presented  in  their  Year  1  report.  The  Use  of  EPSDT 
and  Other  Health  Care  Services  by  Medicaid  Children,  1989.) 
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In  both  study  years.  Medicaid  recipients  under  age  21  in  Michigan  accounted  for  ^proximately  half 
of  the  total  Medicaid  population-53  percent  of  total  recipients  were  children  in  1989  and  1992. 
As  shown  in  Table  in-2,  the  large  majority  of  children  in  both  of  these  years  were  eligible  through 
the  Aid  to  Families  with  Dependent  Children  (AFDC)  program-76  percent  in  1989  and  65  percent 
in  1992.  Children  in  the  Medically  Needy  and  Other  Non-cash  recipient  group  made  up  the  second 
largest  group  (approximately  18  percent  in  both  1989  and  1992).  While  children  in  the  Poverty- 
related  and  SSI  Blind/Disabled  categories  made  up  the  two  smaller  categories  in  both  study  years, 
the  Poverty-elated  group  was  significantly  more  sizeable  in  1992.  Due  to  Michigan's  extensive 
expansions  of  Medicaid  coverage  for  low-income  children  over  the  evaluation  period  (described  in 
Section  11,  C  below),  the  portion  of  child  recipients  in  the  Poverty-related  eligibility  category 
increased  from  4  percent  in  1989  to  13  percent  in  1992.^ 


Table  111-2. 

CHILD  MEDICAID  RECIPIENTS  XJNDER  21 

BY  ELIGIBILITY'  CATEGORY,  MICfflGAN. 

( 

JALENDAK  YEAKi>         AINi>  1  Vyz, 

Eligibility  Category 

1989 

1992 

Number 

%  of  Total 
Children  on 
Medicaid 

Number 

%  of  Total 
Children  on 
Medicaid 

AFDC  Cash  Assistance 

366,521 

75.9% 

332,298 

64.8% 

Medically  Needy/Other 
Non-Cash  Recipients 

89,334 

18.5% 

94,205 

18.4% 

Poveny-Related 

17,076 

3.5% 

67,533 

13.2% 

SSI  Blind/Disabled 

10,170 

2.1% 

18,581 

3.6% 

TOTAL 

483,101 

100.0% 

512,617 

100.0% 

Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


Preventive  health  care  services  for  Medicaid-eligible  children  are  provided,  for  the  most  part, 
through  EPSDT.  However,  Michigan's  success  rate  in  delivering  well-child  examinations  (or 
"screens")  through  EPSDT  has  traditionally  been  low.  According  to  data  reported  by  the  state  to 


^  For  their  analyses,  SysteMetrics  assigned  children  under  age  21  to  the  Medicaid  ehgibility  group  under 

which  they  were  covered  for  the  greatest  number  of  months  during  the  study  year.  The  five  ehgibihty 
categories  used  by  SysteMetrics  were:  (1)  SSI  disabled,  which  includes  bUnd  and  disabled  Medicaid 
children,  regardless  of  cash  assistance  status  or  family  income;  (2)  AFDC  cash  assistance  recipients, 
regardless  of  whether  they  quaUfy  as  children  or  adults;  (3)  foster  care  children,  which  inchides  AFDC 
Title  rV-E  children  and  medically  needy  child  welfare  recipients;  (4)  enrollees  qmlifying  as  children 
or  pregnant  women  (<21  years  of  age)  under  the  poverty-related  expansions;  and  (5)  medically  needy 
and  other  children  not  otherwise  classified,  includiag  so-called  Ribicoff  children.  Unlike  the  other 
Tape-to-Tape  states,  Michigan  does  not  distinguish  children  in  foster  care  from  other  children  in  their 
enrollment  files. 
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HCFA  on  Fonn  420,  less  than  half— 48  percent-of  Michigan  children  received  an  EPSDT  screen  in 
FY  1989  (HCFA,  1990).  In  FY  1992,  as  reported  by  the  state  on  HCFA  Form  416,  this  screening 
rate  had  dropped  significantly  to  just  24  percent  (HCFA,  1993a).  These  screening  rates  vary 
significantly  by  age,  however.  As  indicated  in  Table  III-3,  younger  children  in  Michigan  are  much 
more  likely  to  receive  an  EPSDT  screen  than  are  older  children,  a  trend  also  seen  in  national 
EPSDT  participation  rates.  For  all  age  groups,  however,  Michigan  participation  rates  lagged 
behind  national  averages. 


MICHIGAN-SPECIFIC  AND  NATIONAL  EPSDT  PARTICIPATION  RATES, 

BY  AGE,  FISCAL  YEARS  1989  AND  1992, 

Age 

EPSDT  Participation  Rate 

<1 

1-5 

6-14 

15-20 

yrs. 

yrs. 

yrs. 

Potal 

Michigan  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

48% 

National  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

39% 

Michigan  FY  1992  Participation  Rate 

58% 

38% 

12% 

8% 

24% 

National  FY  1992  Participation  Rate 

68% 

45% 

25% 

17% 

36% 

n/a=  not  applicable.  In  FY  1989,  HCFA  did  not  require  states  to  repon  EPSDT  data  by  age. 
Sources:  HCFA  420,  FY  1989;  HCFA  416.  FY  1992. 


C.       Recent  Initiatives  to  Improve  Maternal  and  Child  Health 

Since  the  mid-1980s,  Michigan  has  aggressively  enhanced  its  Medicaid  program  in  a  variety  of 
ways  in  an  effort  to  improve  the  health  of  pregnant  women  and  children.  These  efforts  may  be 
divided  into  three  categories:  expanding  income  eligibility  thresholds;  streamlining  the  Medicaid 
eligibility  process;  and  enhancing  the  content  and  quality  of  prenatal  care  services.  Michigan's 
efforts  in  each  area  are  described  below. 


1 .        Expanding  Income  Eligibility  Thresholds 

Michigan  moved  quite  swiftly  to  take  advantage  of  the  optional  authority  granted  by  the  Omnibus 
Budget  Reconciliation  Act  of  1986  (OBRA-86)  to  expand  Medicaid  eligibility  for  pregnant  women 
and  young  children.  In  January  1988,  just  eight  months  after  the  implementation  date  of  the  law, 
the  state  raised  its  income  eligibility  threshold  for  pregnant  women  and  children  up  to  age  two  to 
100  percent  of  the  federal  poverty  level,  the  maximum  threshold  permitted  by  OBRA-86  (Hill, 
1992).  (The  prior  upper  eligibility  threshold  for  these  populations  had  been  71  percent  of  poverty 
through  the  state's  Medically  Needy  program.) 

Ten  months  later,  in  October  1988,  Michigan  took  advantage  of  OBRA-87  authority  to  raise  the 
eligibility  threshold  for  pregnant  women  and  infants  still  further,  to  the  maximum  allowable  185 
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percent  of  poverty  (Hill,  1992).  (By  that  date,  just  six  other  states  had  expanded  their  program  to 
such  a  generous  degree.)  As  of  mid-1993,  approximately  40  percent  of  Michigan's  150,000  annual 
births  were  financed  by  the  Medicaid  program  (Michigan  Department  of  Social  Services,  1993). 

Also  in  October  1988,  the  state  raised  the  upper  age  limit  for  poverty-level  coverage  of  children  to 
three— also  the  maximum  allowed  by  law  at  the  time.  Since  then,  the  state  has  conformed  with 
subsequently-passed  federally-mandated  expansions  of  eligibility  for  children:  in  April  1990, 
Michigan  extended  coverage  to  children  under  age  six  in  families  with  incomes  below  133  percent 
of  poverty  and,  beginning  in  July  1991,  it  began  covering  all  children  bom  after  September  30, 
1983  Uving  below  poverty. 

As  illustrated  in  Table  111-4,  poverty-related  expansions  m  effect  during  the  two  smdy  years  of  this 
evaluation  were  as  follows:  In  both  1989  and  1992,  Michigan  was  covering  pregnant  women  and 
infants  up  to  185  percent  of  poverty.  For  children,  the  coverage  levels  varied  significantly  between 
the  two  smdy  years:  in  1989,  the  state  was  providing  Medicaid  coverage  for  the  children  up  to  age 
three  with  family  incomes  below  the  federal  poverty  level;  by  1992,  the  state  was  in  compliance 
with  federal  regulations  which  required  states  to  cover  children  up  to  age  six  up  to  133  percent  of 
poverty  and  children  up  to  age  nine  living  below  poverty.  These  income  thresholds  were 
significantly  higher  than  those  established  for  the  state's  AFDC  and  Medically  Needy  programs. 

2.        Streamlining  the  Medicaid  Eligibility  Process 

To  complement  expansions  of  income  eligibility,  Michigan  has  also  worked  to  improve  women's 
and  children's  access  to  coverage  by  simplifying  the  Medicaid  eligibility  process.  Various  strategies 
adopted  by  the  state  are  described  below. 

■  Dropping  the  assets  test.  Like  the  vast  majority  of  states,  Michigan  has  dropped 
the  assets  test  ft-om  its  Medicaid  application  for  pregnant  women  and  children.  This 
policy  option  was  adopted  at  the  same  time  that  the  state  expanded  eligibility  for 
pregnant  women  and  infants  up  to  185  percent  of  poverty.  That  is,  starting  in 
October  1988,  pregnant  women  and  children  under  age  two  no  longer  were  subject 
to  the  extensive  resource  verification  process  that  is  normally  included  in  the 
applicafion  process  (Hill,  1992).  Given  the  late  1988  effective  date,  this  policy  was 
in  effect  throughout  the  study  period. 

■  Providing  continuous  eligibility.  Also  in  October  1988,  the  state  began  providing 
pregnant  women  with  continuous  eligibility  throughout  their  pregnancies  and  60 
days  postpartum,  regardless  of  flucmations  in  income.  This  policy,  in  effect 
throughout  the  period  under  investigation,  was  adopted  to  remove  the  potential  that 
women's  coverage  might  be  interrupted  due  to  normally-applied  eligibility 
recertification  requirements  (Hill,  1992). 
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Table  IIT-4. 

SELECTED  MEDICAID  INCOME  ELIGIBlLITi'  THRESHOLDS,  MICHIGAN, 

tin  XT  tnan  Jk-\vr\  inrt^ 

Eligibility  Category 

1989 

1992 

Annualized 

Income 
Eligibility 
Threshold 

Percent  of 
Federal 
Poverty 
Levelt 

Annualized       Percent  of 

Income  Federal 
Eligibility  Poverty 
Threshold  Levels 

AFDC 

$6,900 

* 

68.8% 

$7,044*  60.9% 

Medically  Needy 

$6,660 

** 

66.2% 

$6,804*  58.8% 

Poverty-Relaied  Gr 

x>ups 

Pregnant  Women  and  Infants 

$18,611 

185% 

$21,405  185% 

Children  up  to  3  years 

$10,060 

100% 

n/a  n/a 

Children  up  to  6  years 

n/a 

n/a 

$15,388  133% 

Children  up  to  6-9  years 

n/a 

n/a 

$11,570  100% 

t  The  1989  federal  poveny  level  for  a  family  of  three  was  $10,060.. 
t  The  1992  federal  poverty  level  for  a  family  of  three  was  511,570. 
*  This  figure  represents  the  state's  Need  Standard  for  a  family  of  three. 

**  This  figure  represents  the  state's  Medically  Needy  Protected  Income  Level  for  a  family  of  three, 
n/a = not  apphcable. 

Sources:  National  Governors'  Association,  MCH  Update,  July  1989,  July  1992;  Hill,  I.  The  Medicaid  Expansions  for 
Pregnant  Women  and  Children:  A  State  Program  Characteristics  Information  Database,  Health  Systems  Research,  Inc., 
1992. 


■  Outstationing  eligibility  workers.  Michigan  began,  in  October  1988,  facilitating 
applications  by  pregnant  women  and  children  by  placing  eligibility  workers  at  sites 
where  high  volumes  of  prenatal  care  are  delivered,  such  as  local  health  departments. 
Michigan  was  one  of  20  states  that  was  already  engaged  in  such  activity  when 
Congress  passed  OBRA-90  and  began  requiring  all  states  to  outpost  eligibility 
workers  at  Federally  Qualified  Health  Centers  and  hospitals  that  serve  a  dispropor- 
tionate share  of  Medicaid  recipients  (Hill,  1992). 

■  Shortening  the  application  form.  In  January  1989,  the  state  also  began  using  a 
shortened  application  form  for  pregnant  women  and  children.  The  new  form  being 
implemented  was  just  two  pages,  compared  to  the  traditional  application  that  is  16 
pages  in  length.  At  the  same  time,  the  state  began  allowing  pregnant  women  to 
submit  their  applications  by  mail,  thereby  foregoing  the  previously-required  face-to- 
face  interview  with  a  Department  of  Social  Services  eligibility  worker  (Hill,  1992). 

As  illustrated  in  the  above  discussion,  Michigan  had  numerous  policies  for  streamlining  the 
eligibility  process  in  place  throughout  the  study  period  of  this  evaluation. 
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3.       Enhancing  Services  for  Pregnant  Women 

In  addition  to  expanding  income  eligibility  limits  and  streamlining  the  Medicaid  eligibility  process, 
Michigan  has  worked  to  enhance  the  content  and  quality  of  prenatal  care  provided  to  pregnant 
women.  In  fact,  Michigan  was  one  of  the  first  states  to  take  advantage  of  optional  authority  granted 
by  the  Consolidated  Omnibus  Budget  Reconciliation  Act  of  1985  (COBRA)  which  allowed  states  to 
add  Medicaid  coverage  of  extra  services  for  pregnant  women  without  having  to  offer  them  to  other 
populations.  Adopted  in  November  1987,  the  Maternal  Support  Services  (MSS)  program  extended 
risk  assessment,  nutritional  and  psychosocial  counseling,  health  and  childbirth  education, 
transportation  assistance  for  medical  and  related  appointments,  and  assistance  with  obtaining  child 
care  necessary  to  keep  such  appointments,  to  pregnant  women  determined  to  be  at  high  risk  of  a 
poor  birth  outcome  by  an  obstetrical  provider  (according  to  risk  criteria  established  by  the  state). 
To  become  qualified  to  render  MSS  services,  providers  must  utilize  an  interdisciplinary  team  of 
nursing,  social  work,  and  dietary  professionals  and  must  closely  coordinate  all  MSS  services  with 
medical  care  provided  by  the  woman's  primary  care  physician.  Because  of  the  multidisciplinary 
approach  required  of  MSS  providers,  the  state  has  primarily  relied  on  local  health  departments  to 
serve  in  this  capacity. 


D.       State  Agencv  Roles  in  EPSDT 

Primary  responsibility  for  administration  and  operation  of  the  EPSDT  program  in  Michigan  is 
shared  between  two  state  agencies:  the  Department  of  Social  Services  (DSS);  and  the  Department 
of  PubUc  Health  (DPH)  (see  Figure  III-l).  Both  are  executive-level  agencies  whose  directors  are 
appointed  by  and  report  directly  to  the  Governor.  The  specific  responsibilities  of  these  agencies  are 
discussed  below. 

The  Department  of  Social  Services  houses  two  divisions  that  play  important  roles  in  EPSDT 
administration.  First,  the  Medical  Services  Administration  serves  as  the  state  Medicaid  agency  and, 
in  this  role,  retains  overall  responsibility  for  administering  EPSDT  by  setting  policy  on  all  aspects 
of  the  program,  processing  claims,  reimbursing  providers,  managing  data  systems,  and  meeting 
federal  reporting  requirements.  Second,  the  Family  Services  Administration  (FSA)  is  responsible 
for  administering  a  range  of  welfare  programs,  including  Aid  to  Families  with  Dependent  Children, 
Food  Stamps,  ChUd  Protective  Services,  Foster  Care,  and  General  Assistance.  In  addition,  FSA  is 
responsible  for  conducting  the  Medicaid  eligibility  process  through  its  139  local  offices.  In 
determining  which  individuals  are  eligible  for  Medicaid,  FSA  also  identifies  families  who  have 
children  who  are  eligible  for  EPSDT.  At  one  point  during  the  application  process,  FSA  workers 
are  required  by  federal  law  to  inform  families  with  children  of  the  benefits  of  the  EPSDT  program 
and  to  ask  them  if  they  are  interested  in  panicipating. 
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Figure  III-l . 

ORGANIZATIONAL  RELATIONSHIPS  OF  MICHIGAN  STATE 
AGENCIES  WITH  RESPONSIBILITY  FOR  EPSDT. 
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The  Department  of  Public  Health  houses  the  Bureau  of  Child  and  Family  Services.  This  Bureau,  in 
addition  to  overseeing  the  Department's  provision  of  maternal  and  infant  services,  services  for 
children  with  special  health  care  needs,  and  WIC,  also  contains  the  Division  of  Child  and 
Adolescent  Health.  This  Division  retains  responsibility  for  administering  several  EPSDT  program 
components.  Specifically,  the  Division  oversees  contracts  with  local  health  departments  (LHDs)  in 
the  state's  50  Health  Districts.  Each  district  contains  one  LHD,  each  of  which  conducts  EPSDT 
outreach  and  follow-up  activities,  and  serves  as  an  EPSDT  screening  provider.  Traditionally,  the 
Division  has  also  been  responsible  for  certifying  providers  who  wish  to  render  comprehensive 
EPSDT  screening  services.  (State  certification  of  comprehensive  EPSDT  providers  ceased  as  of 
October  1,  1993.) 


E.       State-Local  Governance 

The  State  of  Michigan  is  divided  into  83  counties.  These  83  counties  are  organized  into  50  local 
health  districts  (i.e.,  some  health  districts  encompass  several  counties),  each  of  which  has  its  own 
local  health  department  (LHD).  All  local  health  departments  are  governed  by  counties;  thus,  the 
State  Department  of  Public  Health  has  no  direct  line  authority  over  county  operations. 

Conversely,  local  offices  of  the  Department  of  Social  Services  are  "arms"  of  the  state,  that  is,  they 
are  state  agencies  and  staffed  by  state  employees.  Therefore,  the  central  DSS  office  has  direct-line 
authority  over  how  policies  and  programs  are  implemented  in  the  state's  139  local  PSA  offices. 


III.      EPSDT  Program  Components  and  State  Responses  to  OBRA-89 

EPSDT  programs  throughout  the  country  are  administratively  complex.  This  complexity  can  be 
attributed  to  a  number  of  factors,  including:  programs  are  commonly  administered  by  more  than 
one  state  agency;  both  public  and  private  providers  render  EPSDT  services;  and  the  federal 
Medicaid  statute  provides  states  with  significant  flexibility  in  designing  and  implementing  their 
systems. 

This  section  of  the  chapter  provides  detailed  information  about  the  various  components  of 
Michigan's  EPSDT  program.  Further,  it  describes  whether  these  components  were  ahered  as  a 
result  of  provisions  contained  in  OBRA-89  and,  if  so,  how.  Six  major  program  components  are 
discussed,  including: 

■  Informing  and  outreach; 

■  Provider  participation; 

■  The  EPSDT  screen; 

■  Diagnostic  and  treatment  services; 

■  Special  initiatives  to  enhance  service  delivery  and  integration;  and 

■  Data  reporting  on  the  HCFA-416. 
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A.       Informing  and  Outreach 


The  Medicaid  statute  requires  that  all  families  be  informed  about  the  availability  of  EPSDT  benefits 
as  they  become  eligible  for  Medicaid.  While  all  states  must  fulfill  this  informmg  requirement,  the 
statute  provides  them  with  considerable  flexibility  in  designing  the  processes  through  which  families 
are  told  about  EPSDT  and/or  linked  to  its  services.  In  Michigan,  because  local  public  health 
agencies  are  county-governed,  informing  and  outreach  procedures  vary  by  county.  However, 
despite  these  variations,  a  common  protocol  is  generally  followed  in  all  local  jurisdictions,  as 
described  in  the  following  section. 


1.       The  Informing  and  Outreach  Process 

As  mentioned  in  Section  II  of  this  chapter,  responsibility  for  EPSDT  informing  and  outreach 
activhies  is  shared  by  two  agencies:  tJie  Department  of  Social  Services  and  the  Department  of 
Health.^  Their  respective  roles  in  carrying  out  these  functions  is  elaborated  upon  below." 

During  the  Medicaid  eligibility  intake  and  redetermination  process,  local  DSS  workers  ask  all 
applicant  families  with  children  whether  or  not  they  would  like  to  participate  in  EPSDT.  In  so 
doing,  DSS  workers  provide  a  brief  description  of  the  program  and  give  families  an  informational 
brochure  that  describes  EPSDT' s  benefits.  If  families  express  any  interest  in  participating,  they  are 
told  to  contact  their  local  health  department  or  family  physician  to  schedule  an  appointment  for  an 
EPSDT  screen.  DSS  workers  do  not  directly  assist  families  with  scheduling  such  appointments.  It 
is  important  to  note  that  EPSDT  informing  does  not  play  a  central  role  in  the  Medicaid  eligibility 
process.  In  fact,  local  officials  reported  that,  in  most  cases,  less  than  five  minutes  is  spent 
discussing  EPSDT  with  families  during  an  intake  process  that  can  last  well  over  one  hour. 

Regardless  of  whether  families  accept  or  decline  to  participate  in  EPSDT,  local  DSS  offices  forward 
information  regarding  all  families  with  children  who  are  determined  to  be  eligible  for  Medicaid  to 
the  state  DSS  office.  Using  this  information,  DSS  generates  two  items  that  are  intended  to  facilitate 
families'  utilization  of  EPSDT  services: 

■        First,  on  a  monthly  basis,  DSS  generates  letters  to  all  families  with  a  child  due  for  a 
screening  exam  informing  them,  once  again,  of  the  importance  of  taking  their 
children  for  a  preventive  exam  and  urging  them  to  contact  their  primary  care 
provider  and  make  an  EPSDT  appointment.  If  families  are  enrolled  with  a  specific 
physician  or  health  maintenance  organization  (HMO)  under  one  of  the  state's 
managed  care  arrangements,  this  letter  directs  the  family  to  contact  this  provider, 
whose  address  and  phone  number  are  included.  (Managed  care  issues  will  be 
discussed  in  more  detail  in  a  later  section  of  this  chapter.)  If,  however,  the  family 


Up  until  1978.  responsibility  for  all  EPSDT  informing  and  outreach  activities  rested  solely  within 
DSS.  That  year,  due  to  a  string  of  budget  cuts,  DSS  officials  detennined  that  they  no  longer  had  the 
capacity  to  perform  outreach  and,  as  a  result,  developed  an  interagency  agreement  with  the 
Department  of  Health  to  share  the  function. 

As  the  process  for  conducting  informing  and  outreach  activities  did  not  change  significantly  over  the 
study  period,  the  following  description  applies  to  both  study  years  1989  and  1992. 
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is  not  so  enrolled,  the  letter  will  include  the  address  and  phone  number  of  the 
closest  local  health  department. 

■        Second,  using  the  same  computer  program  as  that  used  for  generating  letters  to 
families,  DSS  also  generates  and  sends  monthly  reports  to  each  county  health 
department  and  selected  managed  care  providers  identifying  children  who  are 
eligible  for  screening  services.  This  report  separately  identifies  children  who  are 
new  cases,  those  who  are  due  for  a  periodic  screen,  and  those  who  have  had  no 
contact  with  the  program  for  12  months.  Further,  even  if  only  one  child  in  a  family 
is  due  for  a  screen,  these  reports  list  all  children  in  the  family  unit.  It  is  these 
reports  that  provide  local  health  departments  with  their  primary  means  of  conduct- 
ing further  outreach  activities.  Medicaid  officials  estimate  that,  in  total  each  month, 
roughly  500,000  children  imder  age  21  are  included  in  DSS  reports  sent  to  the 
coimties. 

Upon  receipt  of  the  monthly  DSS  report,  LHDs  carry  out  their  own  efforts  to  try  to  enroll  children 
into  care.  Using  specially-designated  outreach  workers,  LHDs  utilize  monthly  DSS  reports  as  a 
tool  for  contacting  each  family  by  mail.  WhUe  each  county  has  the  flexibility  to  develop  its  own 
letters,  notices  typically  inform  families  that  they  are  eligible  to  obtain  a  free  health  exam  for  their 
children,  stress  the  importance  of  such  preventive  care,  and  invite  parents  to  call  the  clinic  to 
schedule  an  appointment.  When  families  do  not  call  to  schedule  an  appointment,  LHDs  will  often 
send  a  second,  or  even  a  third  letter  urging  them  to  contact  the  health  department.  Typically,  each 
successive  letter  uses  stronger,  more  directive  language  in  an  attempt  to  impress  upon  families  the 
importance  of  EPSDT  exams  and  make  them  feel  more  compelled  to  schedule  an  appointment. 

When  families  do  call  in,  outreach  staff  will  obtain  their  phone  numbers  (if  not  already  available), 
schedule  an  appointment,  ask  if  they  need  assistance  with  transportation  and,  if  so,  attempt  to  help 
arrange  it.  On  the  day  before  a  scheduled  exam,  most  LHDs  will  make  a  reminder  telephone  call 
to  the  family  in  an  attempt  to  improve  the  chance  that  they  will  show  up.  Even  with  these  efforts, 
however,  no-show  rates  at  EPSDT  clinics  conmionly  are  as  high  as  50  percent.  To  offset  this, 
outreach  staff  will  typically  overbook  the  schedule  of  any  given  clinic  by  a  similar  factor. 
Whenever  an  appointment  is  missed,  outreach  staff  will  work  to  reschedule  that  family  for  a  screen. 

Because  an  entirely  mail-based  outreach  program  is  often  not  successful  in  enrolling  optimal 
numbers  of  families  into  care  (local  officials  reported  that,  at  best,  they  receive  a  50  percent 
response  rate  from  outreach  letters),  many  counties  have  employed  additional  strategies  to  reach 
families.  Specifically,  some  LHDs  will  try  to  contact  families  by  telephone;  this  approach  is  not 
always  possible,  however,  as  DSS  monthly  reports  do  not  typically  include  phone  numbers.  In 
other  counties,  outreach  efforts  can  also  take  the  form  of  home  visits,  whereby  workers  travel 
directly  to  families'  homes  to  discuss  with  them  the  importance  of  EPSDT  and  to  schedule  an  exam. 
While  state  and  local  officials  typically  reported  that  such  facc-to-face  contact  was  the  most 
successful  means  of  persuading  families  to  participate,  inadequate  outreach  resoiu-ces  have  prevented 
counties  from  doing  as  many  home  visits  as  they  would  like. 

Local  health  departments'  outreach  responsibilities  do  not  end,  however,  with  contacting  families 
and  scheduling  their  appointments.  Outreach  staff  are  also  responsible  for  assisting  famihes  who 
are  identified  during  a  screen  as  needing  further  diagnostic  and/or  treatment  services  with  making 
an  appointment  for  follow-up  care.  In  addition,  outreach  staff  are  supposed  to  follow  up  on  such 
referrals  to  ensure  that  diagnostic  and  treatment  services  were  received. 
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Outreach  activities  conducted  by  LHDs  are  financed,  in  part,  with  Medicaid  funds.  Specifically, 
using  the  50/50  Medicaid  administrative  matching  rate,  DSS  supports  LHD  outreach  by  claiming, 
each  quarter,  federal  Medicaid  funds  for  actual  local  health  department  outreach  costs. 

2.       Efforts  to  Enhance  the  Informing  and  Outreach  Process 

The  Omnibus  Budget  Reconciliation  Act  of  1989  did  not  contain  any  specific  provisions  directing 
states  to  alter  the  way  they  conduct  informing  and  outreach  activities.  The  law  did,  however,  raise 
the  visibility  of  the  importance  of  effective  outreach  by  requiring  the  federal  government  to 
estabUsh  annual  participation  goals  for  EPSDT.  According  to  these  goals,  all  states  are  being  asked 
to  reach  80  percent  participation  by  1995.  As  reported  earlier  in  Section  n  of  this  chapter, 
Michigan's  EPSDT  participation  rate  stood  at  just  24  percent  in  FY  1992. 

Despite  the  new  participation  goals  set  by  HCFA,  Michigan  has  not  implemented  any  significant 
changes  in  its  informing/outreach  process  since  1989.  For  example,  the  state  has  not  instituted  any 
public  information  or  media  campaigns  promoting  families'  use  of  preventive  care.  Nor  has  the 
state  adopted  a  new,  more  user-friendly  name  for  the  program,  a  strategy  adopted  recently  in  a 
number  of  states  (National  Governors'  Association  [NGA],  1992).  (As  will  be  discussed  below,  the 
state's  efforts  to  increase  the  number  of  children  who  receive  EPSDT  screens  have  instead  focused 
on  trying  to  expand  the  base  of  providers  who  participate  in  EPSDT.)   However,  Michigan  has 
adopted  four  limited  strategies  that  may  enhance  outreach  effectiveness  in  the  future.  Specifically, 
the  state  has: 

■  Revised  its  EPSDT  brochure.  DSS  has  recently  redesigned  its  brochure  for  EPSDT 
in  an  attempt  to  make  it  simpler  and  more  "friendly."  Further,  the  state  has 
translated  the  brochure  into  both  Spanish  and  Arabic  languages. 

■  Created  a  hotline  for  EPSDT  referrals.  The  new  brochure  includes  the  number  of 
a  toll-free  hotline  that  families  can  call  to  get  the  names  and  phone  numbers  of 
EPSDT  providers  in  their  area. 

■  Begun  sharing  outreach  reports  with  selected  private  providers  who  participate  in 
EPSDT.  As  will  be  discussed  in  more  detail  in  subsequent  sections  of  this  chapter, 
DSS  has  begun  distributing  monthly  outreach  reports  to  selected  private  providers 
who  confract  with  the  state  under  various  managed  care  arrangements.  By 
expanding  the  base  of  providers  performing  outreach  beyond  LHDs,  DSS  hopes  to 
do  a  better  job  of  promoting  EPSDT  and  enrolling  families  into  care. 

■  Provide  outreach  monies  to  health  maintenance  organizations  (HMOs).  Building 
on  the  strategy  mentioned  above,  beginning  in  October  1992,  DSS  redirected  a 
portion  of  its  outreach  budget  from  DPH  to  selected  managed  care  providers.  As 
will  be  discussed  in  a  subsequent  section  of  this  chapter.  Medicaid  participating 
HMOs  are  now  required  to  conduct  EPSDT  screens  as  well  as  oufreach  and  have 
had  their  capitation  rates  adjusted  to  reflect  the  costs  associated  with  these  additional 
activities. 

The  state  also  indicated  that  plans  to  begin  contracting  with  several  outside  organizations  for 
oufreach  services  were  pending  and  would  become  effective  subsequent  to  the  end  of  the  study 
period. 
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B.       Provider  Participation 


The  "equal  access"  provision  of  OBRA-89  has  stimulated  efforts  in  many  states  to  improve  the 
availability  of  Medicaid  providers.  This  provision  required  states  to  annually  demonstrate  to  HCFA 
that  the  fees  they  pay  to  obstetric  and  pediatric  providers  are  sufficient  to  enroll  enough  providers 
so  that  Medicaid  recipients  have  access  to  services  to  at  least  the  same  extent  as  the  general 
population. 

To  demonstrate  that  women  and  children  enjoy  equal  access  to  care,  Michigan  submitted  to  HCFA 
in  March  1993  a  state  plan  amendment  with  data  illustrating  how,  in  April  1992,  Medicaid 
physician  fees  were  raised  in  aggregate  by  15  percent  and  revised  based  on  the  Resource  Based 
Relative  Value  Scale  developed  for  Medicare  nationally.  Further,  the  plan  amendment  documented 
Medicaid  provider  participation  rates  by  comparing  county-specific  numbers  of  Medicaid 
participating  physicians  and  pediatric  nurse  practitioners  to  county-specific  counts  of  physicians  and 
pediatric  nurse  practitioners  who  participated  in  the  Michigan  Blue  Cross/Blue  Shield  (BCBS) 
program,  based  on  the  assumption  that  BCBS  represented  the  standard  of  access  for  medical  care  in 
the  state.  The  Michigan  analysis  revealed  that  in  all  but  one  county,  there  were  either  greater  or 
the  same  number  of  Medicaid-participating  providers  as  there  were  pediatric  providers  who 
accepted  BCBS  fees  as  payment  in  full.  The  state's  "equal  access"  plan  amendment  was  approved 
by  HCFA  effective  July  1993. 

While  OBRA-89's  "equal  access"  provision  addressed  the  issues  of  pediatric  and  obstetrical 
provider  participation  in  Medicaid,  the  law  did  not  directly  address  the  issue  of  physician  and  other 
provider  enrollment  in  EPSDT  programs.  In  this  section  of  the  chapter,  the  basis  for  provider 
participation  specifically  in  EPSDT  will  be  discussed,  as  will  recent  efforts  by  Michigan  officials  to 
broaden  the  base  of  providers  rendering  EPSDT  screening  services. 


1.        Provider  Panicipation  in  EPSDT 

Throughout  the  history  of  its  program,  Michigan  EPSDT  has  been  dominated  by  local  health 
department  providers.  In  fact,  until  the  late- 1980s,  LHDs  were  the  only  providers  billing  for 
EPSDT  screening  services.  The  reason  behind  this  essentially  "closed"  system  was  that  the  state 
Department  of  Public  Health~the  agency  responsible  for  certifying  EPSDT-eligible  providers-had 
long  ago  established  what  were  considered  some  of  the  most  rigorous  participation  criteria  in  the 
country.  Due  in  part  to  a  need  to  satisfy  Centers  for  Disease  Control  standards  so  that  federal 
research  monies  could  continue  to  flow  into  the  department,  DPH  established  strict  protocols  for 
each  component  of  the  screening  exam  and  also  dictated  what  types  of  equipment  providers  must 
utilize  for  various  procedures.* 

On  the  one  hand,  these  criteria  ensured  that  EPSDT  providers  screened  Michigan  children  in  a  very 
uniform  and  high-quality  manner.  On  the  other  hand,  they  also  resulted  in  a  system  that  excluded 
most  physicians  from  participation  and  apparently  created  a  great  deal  of  resentment  among 
physicians  toward  the  state  and  DPH.  Further,  many  argued  that  this  policy  effectively  limited  the 
number  of  children  in  the  state  who  received  EPSDT  screens. 


An  extreme  example  of  the  specificity  of  the  EPSDT  participation  criteria  is  that  DPH  requires 
providers  to  use  a  steel,  rather  than  a  cloth,  tape  measure  when  measuring  babies'  length. 
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In  1986,  the  state  took  a  significant  step  to  try  to  ameliorate  this  problem.  That  year,  the  Medicaid 
program  began  permitting  private  physicians  to  enroll  as  EPSDT  providers.  To  qualify,  however, 
they  were  required  to  meet  the  same  standards  that  had  traditionally  been  imposed  upon  health 
departments.  Specifically,  physicians  were  required  to  apply  to  the  state  Department  of  Public 
Health  to  become  EPSDT  certified.  Upon  application,  physicians  were  sent  a  provider  manual 
laying  out  the  protocols  they  must  follow,  the  equipment  they  must  use,  and  staff  they  must  utilize 
in  carrying  out  EPSDT  screens.  After  a  period  of  time,  DPH  field  consultants  would  then  perform 
a  pre-certification  site  visit  to  ensure  that  an  applying  physician  could  meet  all  program  rules  and 
regulations. 

Interestingly,  private  physicians  did  not  respond  favorably  to  this  policy  change.  In  fact,  since 
1986,  there  have  never  been  more  than  50  physicians  practicing  in  the  state  that  received  DPH 
certification  as  EPSDT  providers.  Further,  only  six  of  the  state's  25  Commimity  and  Migrant 
Health  Centers  have  sought  and  received  certification  as  EPSDT  providers. 


2.  Provision  of  Well-Child  Care  Outside  of  the  EPSDT  System 

Given  this  situation,  the  Michigan  Medicaid  program  has  always  paid  for  a  great  deal  of  well-child 
care  delivered  outside  of  the  EPSDT  system.  This  phenomenon-labeled  by  the  Children's  Defense 
Fund  as  a  "shadow"  EPSDT  program-is  one  that  concerns  health  policymakers  for  several  reasons. 
First,  the  quality  and  content  of  well-child  care  provided  outside  of  EPSDT,  in  contrast  to  that 
which  meets  EPSDT  standards,  is  unclear.  Second,  unlike  EPSDT,  data  generated  by  these  visits 
were  not  used  until  1992  to  indicate  whether  and  how  often  children  received  preventive  exams,  nor 
were  they  reported  to  the  federal  government  as  EPSDT  screens  until  1992. 

Unfortunately,  Medicaid  officials  did  not  historically  collect  data  that  shed  light  on  the  size  or  scope 
of  their  "shadow"  program.  Due  to  the  stringent  EPSDT  certification  rules  imposed  by  the  state 
DPH,  however.  Medicaid  never  prohibited  physicians  from  providing  children  with  routine 
preventive  care  through  the  normal,  fee-for-service  system. 

3.  Efforts  to  Enhance  Provider  Participation  in  EPSDT  -  The  Designation  of  "Basic" 
EPSDT  Screens 

Perhaps  the  most  significant  response  by  Michigan  to  the  provision  of  OBRA-89  that  required  states 
to  screen  80  percent  of  all  Medicaid  children  by  the  year  1995  can  be  seen  in  its  effort  to  expand 
the  base  of  providers  participating  in  the  program.  Realizing  that  state  policy  changes  in  1986  that 
allowed  private  physicians  to  apply  for  EPSDT  certification  had  failed  to  result  in  significant 
increases  in  participation.  Medicaid  officials  began  to  consider  alternative  responses.  Specifically, 
they  looked  at  language  in  the  OBRA-89  legislation  that  said  that  Medicaid  could  not  exclude 
providers  from  the  program  who  were  qualified  to  render  portions  of  the  EPSDT  exam  (as 
described  in  more  detail  below).  In  their  minds,  physicians  such  as  pediatricians  and  family 
practitioners  were  certainly  qualified  to  render  effective  preventive  care.  Therefore,  beginning  in 
early  1990,  Medicaid  officials  began  discussing  with  representatives  of  DPH  and  the  state  medical 
association  the  notion  of  a  two-tiered  EPSDT  system,  consisting  of  both  "comprehensive"  and 
"basic"  EPSDT  screens. 
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As  proposed,  screens  provided  by  existing,  DPH-certified  EPSDT  providers  (local  health 
departments  and  the  50  certified  physicians)  would  be  considered  "comprehensive"  exams. 
However,  preventive  well-child  exams  provided  by  other  Medicaid-enrolled  physicians  would  be 
reclassified  as  "basic"  EPSDT  screens.  In  other  words,  all  children's  preventive  office  visits  billed 
to  Medicaid—i.e.,  those  that  would  have  previously  contributed  to  the  state's  "shadow"  EPSDT 
program-would  instead  be  counted  as  "basic"  screens. 

When  this  change  was  proposed,  many  child  health  advocates  as  well  as  DPH  officials  expressed 
concerns  that  a  simple  change  in  semantics  would  not  improve  the  program.  In  fact,  they  were 
worried  that  the  new  policy  would  significantly  dilute  the  standards  of  what  had  been  a  model, 
high-quality  program.  However,  private  physicians  and  many  Medicaid  officials  argued  that  the 
policy  was  simply  a  more  accurate  means  of  reflecting  the  contributions  of  the  mainstream  medical 
community.  They  expressed  the  belief  that,  with  few  exceptions,  pediatric  providers  throughout  the 
state  were  providing  Medicaid  chDdren  with  high-quality  preventive  care,  albeit  not  care  that  was 
overseen  and  certified  by  the  state  health  department. 

After  nearly  nine  months  of  debate,  the  policy  permitting  standard  physician-rendered  well-child 
care  to  be  counted  as  "basic"  EPSDT  screens  was  instimted  in  September  1990.  To  alleviate  some 
of  the  quality  concerns  of  DPH  officials.  Medicaid  issued  a  detailed  provider  manual  revision  when 
the  new  policy  went  into  effect  specifying  the  components  required  to  be  included  in  an  EPSDT 
exam  and  laying  out  the  periodicity  schedule  that  should  be  followed  in  providing  children  with 
preventive  check-ups.  (The  content  and  periodicity  schedule  for  EPSDT  screening  services  will  be 
discussed  in  detail  below.)  In  addition,  the  program  maintained-through  its  schedule  of  fees- 
financial  incentives  that  would  reward  providers  for  obtaining  certification  as  "comprehensive" 
providers.  As  illustrated  in  Table  111-5,  fees  paid  to  "comprehensive"  providers  for  provision  of  an 
EPSDT  screen  remain  significantly  higher  than  those  paid  to  "basic"  providers.^' 

Various  issues  and  implications  surrounding  this  policy  change  will  be  discussed  in  more  detail  m 
subsequent  sections  of  this  chapter. 


C.        The  EPSDT  Screen 

The  primary  goal  of  the  EPSDT  program  is  to  provide  comprehensive  well-child  examinations  at 
age-appropriate  intervals  throughout  development.  By  providing  children  with  repeated  periodic 
health  screens,  the  EPSDT  program  is  designed  to  detect  problems  early  and,  therefore,  avoid 
preventable  illnesses. 


These  fee  differeniials  are  somewhat  misleading,  however,  since  "basic"  providers  can  bill  for 
additional  items  beyond  the  office  visit  fee,  such  as  vaccines,  performance  of  a  Denver  Developmental 
Exam,  and  various  laboratory  tests,  although  DSS  officials  believe  that  basic  providers  generally  do 
not  bill  for  these  add-on  services.  In  contrast,  "comprehensive"  providers  can  only  bill  for  their 
EPSDT  fee  and,  if  appropriate,  the  administrative  fee  associated  with  providing  state-purchased 
vaccines.  As  of  January  1.  1995,  Michigan  will  no  longer  distinguish  between  "basic"  and 
"comprehensive"  screens;  there  will  be  one  reimbursement  schedule  and  reporting  form  for  all 
screening  exams. 
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Table  ni-5. 
REHENSIVE  AND  BA 
SCAL  YEARS  1989  A> 

EPSDT  FEES  FOR  COMP 
MICHIGAN,  Fl 

SIC  PROVIDERS, 
mi  002 

I*rovider  Category 

Child  Category 

Fee  FY  89 

IVIedicaid 
Fee  FY  92 

Comprehensive  EPSDT  Provider 

Children  ages  0-5 

$71.02 

$72.44 

Comprehensive  EPSDT  Provider 

Children  ages  6-20 

$53.27 

$54.34 

Basic  EPSDT  Provider 

Newborns 

$41.50 

$61.30 

Basic  EPSDT  Provider 

All  other  children 

$25.00 

$31.00 

Source:  Michigan  Departmeni  of  Social  Services,  1993. 


As  defined  in  Medicaid  regulations,^  an  EPSDT  screen  must  include  the  following  components: 

■  A  comprehensive  health  and  developmental  history  (including  evaluation  of  both 
physical  and  mental  health  development); 

■  A  comprehensive  unclothed  physical  exam; 

■  Immunizations  appropriate  to  age  and  health  history; 

■  Laboratory  tests,  including  (since  OBRA-89)  blood  lead  level  assessment  appropri- 
ate to  age  and  risk; 

■  Health  education,  including  anticipatory  guidance; 

■  Vision  services,  including  eyeglasses; 

■  Dental  services,  including  both  preventive  and  restorative  services;  and 

■  Hearing  services,  including  hearing  aids. 

The  OBRA-89  legislation  included  several  provisions  related  to  the  EPSDT  screen.  These 
provisions  affected  rules  surrounding  who  may  provide  screens,  the  content  of  the  screening 
examination,  and  the  frequency  with  which  screens  are  provided.  These  provisions,  as  well  as 
Michigan's  responses  to  them,  are  described  below. 

1.        Partial  Screens  and  Partial  Screening  Providers 

In  an  effort  to  expand  the  number  and  types  of  providers  that  participate  in  EPSDT,  OBRA-89 
prohibited  states  from  limiting  the  pool  of  EPSDT  providers  only  to  those  who  can  deliver  the 
entire  range  of  screening  services.  Thus,  the  law  implied  that  states  were  required  to  allow  "partial 
screening  providers"  to  participate  in  the  program;  that  is,  providers  who  can  deliver  just  one,  or  a 
few  of,  the  EPSDT  screening  components.  Similarly,  it  implied  that  providers  may  bill  for  discrete 
portions  of  the  screen  as  opposed  to  only  billing  for  a  comprehensive  exam. 


Social  Security  Act,  42  U.S.C.  §  1396d(r)  (Supp  V  1993). 
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Nationally,  this  provision  has  generated  a  significant  amount  of  controversy.  On  the  one  hand,  the 
intent  of  the  provision  to  broaden  the  base  of  screening  providers  is  positive.  However,  allowing 
providers  to  deliver  just  a  portion  of  the  screening  examination  goes  against  one  of  the  fundamental, 
underlying  principals  of  the  program-the  provision  of  comprehensive  screening  services.  Further, 
in  the  minds  of  many  state  officials,  it  increases  the  likelihood  that  care  will  be  fi-agmented  and 
undermines  state  efforts  to  provide  all  children  with  a  "medical  home. "  HCFA  officials  have 
publicly  expressed  these  concerns,  as  well.  In  fact,  in  October  1993  HCFA  issued  a  Notice  of 
Proposed  Rule  Making  that  would  authorize  states  to  require  that  one  provider  render  all  medical 
components  of  the  screening  exam  (everything  but  vision,  hearing,  and  dental  services)  (Federal 
Register,  1993). 

As  mentioned  above,  Michigan  Medicaid  officials  used  the  language  of  this  provision  to  justify  their 
creating  a  second  tier  of  EPSDT  providers-those  rendering  "basic"  EPSDT  screens.  However,  in 
agreement  with  HCFA's  interpretation  of  the  law,  Michigan  officials  did  not  see  any  advantage  to 
breaking  up  the  core  medical  screen.  They  have,  therefore,  not  created  any  new  category  of 
"partial  screening  provider,"  nor  is  there  any  service  referred  to  as  a  "partial  screen."  After 
passage  of  OBRA-89,  Medicaid  officials  did  receive  a  small  number  of  inquiries  fi-om  providers 
such  as  audiologists,  social  workers,  and  psychologists  to  see  if  they  could  enroll  as  "partial" 
screeners.  However,  Medicaid  responded  that  they  have  never  permitted  such  individuals  to  enroll 
as  solo  practitioners  because  the  program  already  covered  the  services  they  render  in  such  settings 
as  Community  Mental  Health  Centers,  Federally  Qualified  Health  Centers,  and  speech  and  hearing 
chnics.  No  significant  adverse  reaction  to  this  response  was  registered  by  the  medical  community. 

As  an  issue  that  is  semantically  confusing,  it  is  important  to  note  that  Michigan  Medicaid  has 
always  permitted  providers  to  perform  and  bill  for  individual  procedures  such  as  developmental 
exams,  hearing  tests,  hematocrits,  urine  tests,  and  immunizations.  However,  these  services  are  not 
considered  EPSDT  screens,  nor  are  they  tracked  as  pan  of  the  EPSDT  program  as  partial  screens. 


2.        Lead  Screening  Policies 

OBRA-89  required  that  the  comprehensive  EPSDT  screen  include  blood  lead  level  testing, 
appropriate  to  age  and  risk,  as  well  as  health  education  regarding  lead  poisoning.  This  provision, 
in  turn,  raised  several  major  questions,  including: 

■  At  what  age,  and  how  often,  should  children  be  screened  for  lead  exposure? 

■  What  laboratory  test  should  be  used  to  analyze  blood  samples  for  lead? 

Since  passage  of  OBRA-89,  the  Centers  for  Disease  Control  (CDC)  issued  recommendations 
regarding  the  age  at  which  lead  testing  should  begin  and  how  often  screening  should  be  repeated. 
According  to  these  guidelines,  which  HCFA  has  adopted,  all  chUdren  between  the  ages  of  six 
months  and  72  months  should  be  screened.  However,  the  specifics  of  when  laboratory  analyses  for 
lead  exposure  should  begin  and  how  often  they  should  be  repeated  depends  on  whether  a  child  is 
deemed  to  be  at  high  or  low  risk  by  a  verbal  questionnaire;  HCFA  requires  that  children  identified 
as  high  risk  be  screened  beginning  at  six  rather  than  12  months.  The  frequency  with  which  repeat 
screening  is  recommended  is  dependent  upon  the  findings  of  the  initial  laboratory  test. 

The  second  issue,  regarding  which  laboratory  test  is  most  appropriate  for  lead  screening,  has  been 
particularly  controversial  since  1991.  At  that  time,  the  CDC  issued  a  recommendation  that  the 

101 

Health  Systems  Research,  Inc. 


commonly  used  erythrocyte  protoporphyrin  (EP)  lead  screening  test  be  replaced  with  a  blood  lead 
(Pb)  test.  This  recommendation  was  prompted  by  several  new  findings: 

■  First,  it  was  found  that  lead  exposure  can  harm  children  at  levels  much  lower  than 
previously  believed  (at  10  micrograms/deciliter  rather  than  25 

micr  ograms/deciliter) . 

■  Second,  the  EP  test,  which  is  performed  on  a  capillary  (finger  stick)  blood  sample 
and  provides  an  indirect  measure  of  long-term  lead  exposure,  is  insufficiently 
sensitive  to  detect  lead  levels  below  25  micrograms/deciliter  and,  therefore,  misses 
a  large  portion  of  children  with  low  lead  level  poisoning. 

■  In  contrast  to  the  EP  test,  the  blood  lead  test  is  much  more  sensitive  and  provides  a 
direct  measure  of  lead  content  in  the  bloodstream.  Either  capillary  blood  (drawn 
through  the  finger  stick  method)  or  venous  blood  (drawn  through  a  venipuncture 
procedure)  can  be  used  for  the  blood  lead  analysis.  During  the  latter  part  of  the 
study  period,  HCFA  policy  allowed  either  an  EP  or  blood  lead  test  to  be  used  for 
initial  lead  screening  in  EPSDT. 

Michigan  has  always  included  lead  screening  as  part  of  its  EPSDT  examination;  however,  like 
many  states,  the  protocol  allowed  was  far  less  rigorous  than  that  clarified  by  the  CDC  in  1991.  For 
example,  the  state  historically  accepted  results  of  EP  tests  as  adequate  indicators  of  whether  or  not  a 
child  was  exposed  to  lead.  Prior  to  OBRA-89,  the  state's  periodicity  schedule  called  for  an  EP  test 
to  be  performed  at  each  screening  for  children  between  ages  one  and  six. 

In  response  to  OBRA-89,  the  first  strategy  Michigan  employed  to  improve  the  health  of  lead- 
exposed  children  was  to  add  to  its  state  plan  coverage  of  specialized  follow-up  services  for  children 
determined  to  have  lead  poisoning.  Specifically,  beginning  in  February  1991,  the  state  began 
paying  for  environmental  investigations  to  locate  sources  of  lead,  as  well  as  in-home  health 
education  visits  by  nurses  to  inform  parents  about  possible  sources  and  dangers  of  lead  poisoning. 
These  services  were  seen  as  critical  complements  to  the  state's  existing  coverage  of  nutritional 
supplements  and  chelation  drugs  for  lead-poisoned  children. 

Responding  to  the  recommendations  of  the  CDC,  Michigan  implemented  in  February  1993  a  range 
of  new  policies  surrounding  lead  screening.  Specifically,  the  state  discontinued  accepting  results  of 
EP  tests  and  instead  required  all  lead  screens  to  involve  the  blood  lead  (PB)  test.  New  protocols 
allow  providers  to  continue  to  collect  blood  samples  via  capillary  methods;  however,  if  lead  levels 
greater  than  10  micrograms  per  deciliter  are  detected,  they  are  now  required  to  follow  up  with  a 
test  performed  on  a  venous  blood  sample. 

3.        Periodicity  Schedules 

Periodicity  schedules  outline  recommended  ages  and  intervals  at  which  all  children  should  receive 
certain  well-child  services.  OBRA-89  required  states  to  develop  distinct  periodicity  schedules  for 
screening,  vision,  hearing,  and  dental  services. 

Prior  to  OBRA-89,  Michigan's  periodicity  schedule  called  for  a  total  of  12  comprehensive 
examinations  to  be  performed  on  children  from  birth  through  age  20.  In  response  to  the  law,  the 
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state  adopted  the  schedule  recommended  by  the  American  Academy  of  Pediatrics;  effective 
September  1990,  Michigan  calls  for  children  to  receive  a  total  of  20  screens  during  their  childhood. 

Medicaid  officials  report  that  they  have  always  maintained  distinct  periodicity  schedules  for  both 
dental  and  vision  services,  in  addition  to  that  used  for  comprehensive  examinations.  However,  they 
do  not  have,  nor  have  they  added  since  OBRA-89,  a  separate  schedule  for  hearing  screens.  While 
perhaps  technically  not  in  compliance  with  the  law,  Michigan  officials  believe  that  they  are 
following  the  spirit  of  the  law  since  the  periodicity  schedule  for  comprehensive  screens  includes 
recommendations  for  when  hearing  tests  should  be  performed. 


4.        Interperiodic  Screens 

OBRA-89  specified  that  states  must  cover  visits  that  are  medically  necessary  to  identify  and  treat 
health  problems  even  if  they  do  not  coincide  with  the  intervals  outlined  in  a  state's  periodicity 
schedule.  These  additional  visits  are  known  as  "interperiodic  screens." 

Michigan  has  always  paid  for  interperiodic  screens,  even  before  the  passage  of  OBRA-89. 
However,  policies  regarding  when  providers  will  be  reimbursed  for  interperiodic  screens  have  been 
somewhat  restrictive.  In  order  to  be  reimbursed  for  services  provided  more  often  than  indicated  by 
the  periodicity  schedule,  providers  must  include  comments  on  the  claim  form  indicating  why 
services  were  necessary.  Prior  to  OBRA-89,  the  Medicaid  management  information  system 
included  an  edit  that  would  automatically  kick  out  claims  for  interperiodic  screens  and  forward  them 
to  personnel  responsible  for  reviewing  medical  necessity.  After  OBRA-89,  this  edit  was  removed 
from  the  system  to  facilitate  payment  for  these  screens. 


D.       Diagnostic  and  Treatment  Services 

The  EPSDT  program  has  long  been  criticized  for  doing  a  poor  job  of  linking  screening  examina- 
tions with  recommended  diagnosis  and  treatment  services.  To  address  this  concern,  OBRA-89 
included  a  provision  regarding  coverage  of  diagnostic  and  treatment  services  for  EPSDT-eligible 
children.  Specifically,  the  law  required  states  to  provide  to  children  any  services  that  are 
potentially  covered  under  Medicaid  that  are  necessary  to  treat  a  condition  identified  during  a  screen, 
whether  or  not  the  service  is  included  in  the  state  plan. 

As  in  many  other  states.  Medicaid  officials  in  Michigan  believed  that  their  program's  coverage  was 
aheady  broad  in  scope  and,  therefore,  did  not  need  to  be  changed  in  any  dramatic  fashion  as  a 
resuh  of  OBRA-89.  This  response  is  similar  to  that  of  many  states-surveys  of  Medicaid  and 
Maternal  and  Child  Health  programs  since  1990  have  revealed  that  very  few  states  have  responded 
to  OBRA-89  by  making  major  changes  to  the  depth  and  breadth  of  coverage  of  children's  services 
(Hill  and  Breyel,  1991;  NGA,  1992).  As  shown  in  Table  111-6,  Michigan  covered  nearly  every 
optional  service  in  FY  1989.  By  FY  1992,  the  state  had  acmally  dropped  two  optional  services 
fi-om  its  state  plan:  chiropractic  services  and  screening  services  (both  for  adults).  Neither  of  these 
two  deletions,  however,  held  implications  for  children's  coverage.  Only  very  recently  has  Medicaid 
been  approached  by  DPH  officials  inquiring  about  the  feasibility  of  expanding  coverage  of 
residential  substance  abuse  treatment  and  special  mental  health  services  for  adolescents  under 
OBRA-89  authority. 
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Table  II1-6. 

COVERAGE  OF  OPTIONAL  MEDICAID  SERVICES  IN  MICHIGAN 
FISCAL  YEARS  1989  AND  1992. 


Services 

FY  1989 

FY  1992 

Podiatrists'  Services 

X 

X 

Optometrists'  Services 

X 

X 

Chiropractors'  Services 

X 

Psychologists' Services  (1) 

Medical  Workers'  Services  (1) 

Nurse  Anesthetists'  Services  (1) 

X 

Private  Duty  Nursing 

Clinic  Services 

X 

X 

Dental  Services 

X 

X 

Physical  Therapy 

X 

X 

Occupational  Therapy 

X 

X 

Speech,  Hearing,  and 
Language  Disorders 

X 

X 

Prescribed  Drugs 

X 

X 

ueniures 

X 

X 

rrosineiic  uevtces 

X 

X 

Eyeglasses 

Y 
A 

Y 
A 

Diagnostic  Services 

Y 

/\ 

Y 
A 

Screening  Services 

Y 
A 

Preventive  Services 

Rehabilitative  Services 

Y 
A 

Y 
A 

A.  Inpatient  Hospital  Services 

X 

X 

Age  65  or  older  in  IMDs 

B.  NF  Services 

X 

X 

ICF/MR  Services 

X 

X 

Inpatient  Psychiatric  Services  for  under  21 

X 

X 

Christian  Science  Nurses 

Christian  Science  Sanitariums 

X 

X 

NF  Services  for  Under  21 

X 

X 

Emergency  Hospital  Services 

X 

X 

Personal  Care  Services 

X 

X 

Transportation  Services 

X 

X 

Case  Management  Services 

X 

Hospice  Care  Services 

X 

X 

Respiratory  Care  Services 

X 

X 

Total  Optional  Services 

27 

25 

NOTE: 

(1)  Prior  to  1992,  these  services  were  encompassed  under  a  broader  category,  "other  practitioner  services." 

In  1989,  Michigan  covered  this  optional  service  category. 
CN  =  Categorically  Needy  Only 
X  =   Categorically  and  Medically  Needy 
Source:  Health  Care  Financing  Administration,  1989,  1992. 
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At  this  time,  and  like  many  states,  Michigan  retains  certain  limits  on  amount,  duration,  and  scope 
of  coverage.  However,  for  children  under  age  21,  these  limits  simply  serve  to  trigger  medical 
necessity  review  procedures  that  wiU  allow  children  to  receive  care  above  and  beyond  limits  if  need 
is  appropriately  demonstrated.  Not  surprisingly,  Michigan  officials  report  that  this  OBRA-89 
provision  has  not  led  to  large  increases  in  either  utilization  or  expenditures. 

Michigan  officials  have,  however,  used  the  flexibility  contained  in  EPSDT  to  extend  certain  benefits 
to  children  that  are  not  extended  to  other  Medicaid-eligible  populations.  As  already  described 
above,  the  state  added  coverage  of  special  follow-up  services  for  lead-exposed  children  in  February 
1991.  Furthermore,  Michigan  began  covering  a  package  of  enhanced  benefits  for  high  risk 
newborns  in  February  1993.  This  package-called  Infant  Support  Services-is  described  in  more 
detail  below. 


1 .        Infant  Support  Services 

Rather  than  being  a  direct  response  to  OBRA-89,  Infant  Support  Services  (ISS)  was  originally 
developed  as  an  extension  of  the  Maternal  Support  Services  program  of  enhanced  prenatal  care  that 
was  implemented  in  1987.  Maternal  Support  Services  were  developed  to  help  pregnant  women  at 
risk  of  having  poor  birth  outcomes  due  to  psychosocial  and/or  nutritional  problems.  The  program 
complemented  traditional  medical  prenatal  care  services  by  extending  a  set  of  nonmedical  support 
services,  such  as  care  coordination,  counseling,  health  education,  and  transportation,  to  high-risk 
women.  However,  since  poverty-related  Medicaid  coverage  for  pregnant  women  expires  after  60 
days  postpartum,  Michigan  officials  believed  that  they  needed  to  establish  a  complementary 
program  that  would  continue  to  provide  special  care  to  the  newborns  of  high-risk  mothers. 

Like  MSS,  ISS  provides  families  with  a  broad  set  of  psychosocial  support  services.  Covered  under 
the  plan  are: 

■  Psychosocial  and  nutritional  assessment; 

■  Professional  interventions  by  a  multi-disciplinary  team  of  social  workers,  nutrition- 
ists, nurses,  and  infant  mental  health  specialists; 

■  Care  coordination; 

■  Parenting  education;  and 

■  Transportation. 

ISS  services  are  required  to  be  delivered  in  families'  homes  or,  if  the  home  enviroimient  is  not  safe, 
in  another  location.  Services  caimot  be  provided  in  a  clinic,  hospital,  or  service  agency  office. 

To  qualify  for  ISS,  infants  must  be  referred  by  a  physician,  nurse  midwife,  or  family /pediatric 
nurse  practitioner^^  because  they  (or  their  mother)  demonstrate  one  or  more  of  the  following  risk 
factors: 

■  Alcohol  or  drug  abuse,  especially  cocaine; 


Child  protective  services  workers  may  also  refer  families  to  ISS,  as  long  as  a  referral  from  a  medical 
professional  is  obtained,  as  well. 
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■  Mother  is  less  than  18  years  of  age  and  has  no  family  supports; 

■  Family  history  of  child  abuse  and  neglect; 

■  Failure  to  thrive; 

■  Low  birthweight; 

■  Mother  with  cognitive,  emotional  or  mental  impairment; 

■  Homeless  or  dangerous  living/home  situation;  and 

■  Other  conditions  placing  the  infant  at  risk  of  death  or  significant  impairment  or 
illness. 

Up  to  nine  professional  visits  are  allowed  for  each  infant  based  on  the  initial  referral;  however,  up 
to  nine  additional  visits  may  be  authorized  by  a  medical  professional  if  circumstances  indicate  that 
more  care  is  needed.  For  drug-exposed  infants  and  their  families,  visits  can  occur  weekly  for  the 
baby's  first  six  months  of  life  and  biweekly  for  the  subsequent  six  months. 

Adoption  of  ISS  did  not  come  easily  for  Michigan.  Three  different  plan  amendments  were 
submitted  before  HCFA  granted  approval  of  the  program.  In  particular,  HCFA  was  concerned  that 
the  program  was  discriminatory  by  virtue  of  its  focus  on  newboms-the  Medicaid  statute  prohibits 
services  to  be  targeted  based  solely  on  age.  In  addition,  HCFA  officials  were  concerned  that  ISS 
was  not  really  a  benefit  package  for  children,  since  most  of  the  program's  interventions  were 
acmally  directed  at  newborns'  parents.  Michigan  was  finally  able  to  obtain  approval  of  the  plan 
amendment  by  removing  language  that  restricted  the  benefits  only  to  children  under  age  one  and  by 
convincing  federal  officials  that,  by  necessity,  the  psychosocial  services  contained  within  the 
program  had  to,  at  least  in  part,  be  directed  toward  the  parents  of  newborns  if  infant  health  was  to 
be  improved. 

E.       Special  Initiatives  to  Enhance  Service  Delivery  and  Integration 

To  enhance  the  capacity  of  their  EPSDT  programs  to  effectively  reach  and  serve  children,  states  are 
increasingly  working  to  integrate  EPSDT  with  other  programs  for  children.  In  Michigan,  recent 
initiatives  have  been  aimed  at  improving  the  delivery  of  EPSDT  services  in  both  managed  care  and 
school  settings.  These  efforts  are  described  below. 


1.        EPSDT  and  Managed  Care 

The  State  of  Michigan  has  long  been  a  leader  in  the  development  of  managed  care  programs  for 
Medicaid  recipients.  As  of  1992,  a  large  proportion  of  the  state's  Medicaid  recipients-just  under 
400,000  of  the  program's  1.1  million  eligibles-were  enrolled  in  managed  care  arrangements.  Of 
these,  about  two-thirds  are  children.  The  state  operates  three  types  of  managed  care  programs,  as 
described  below: 

■        Health  Maintenance  Organizations  (HMOs).  Through  contracts  with  eight  HMOs, 
close  to  one-half  of  the  state's  managed  care  enrollees  participate  in  fully-capitated 
staff-  and  Independent  Practice  Association  (IPA)-model  health  maintenance 
organizations. 
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■  Clinic  Plan  Program.  A  much  smaller  number  of  Medicaid  recipients  (roughly 
20,000)  are  enrolled  in  the  state's  Clinic  Plan,  a  program  of  partial  capitation. 
Participating  plans  (of  which  there  were  four  in  1993)  receive  a  set  monthly  fee  per 
recipient  in  remm  for  rendering  all  necessary  ambulatory  services.  Inpatient 
hospital,  dental,  mental  health,  hospice,  and  long-term  care  are  not  covered  under 
the  capitation. 

■  Physician  Sponsor  Plan.  Just  over  one-half  of  the  state's  managed  care  enrollees 
participate  in  the  Physician  Sponsor  Plan  (PSP),  a  primary  care  case  management 
(PCCM)  model.  Under  this  program,  over  2,000  PSP  doctors  across  the  state 
receive  a  $3  monthly  case  management  fee  in  return  for  maintaining  a  24-hour 
access  system  and  establishing  a  system  for  either  providing  or  approving  and 
referring  all  physician  services  needed  by  enrollees.  Physician  Sponsor  Plan 
physicians  bill  Medicaid  on  a  fee-for-service  basis  for  all  care  directly  provided. 


Prior  to  1993,  contracts  between  Medicaid  and  managed  care  providers  did  not  specifically 
reference  the  provision  of  EPSDT  screening  services.  That  is,  both  HMOs  and  Clinic  Plan 
providers  were  at  risk  for  providing  Medicaid  enrollees  with  (at  least)  all  of  their  ambulatory  care 
including,  presumably,  preventive  care.  However,  their  contracts  with  the  state  did  not  specifically 
require  that  they  conduct  EPSDT  screens.  Similarly,  PSP  doctors,  like  all  physicians,  always  had 
the  option  of  applying  to  DPH  to  receive  certification  as  EPSDT  providers.  However,  relatively 
few  did  so.  Therefore,  most  PSP  physicians  historically  billed  Medicaid  for  preventive  well-child 
visits  and,  after  1990,  "basic"  EPSDT  screens. 

Beginning  April  1993,  Michigan  modified  all  of  its  contracts  with  HMOs  to  require  them  to 
perform  EPSDT  screens  for  all  enrolled  children.  Contracts  now  include  language  specifying  the 
components  that  must  be  included  in  an  exam,  language  that  is  essentially  the  same  as  that  added  to 
EPSDT  provider  manuals  when  the  program  began  reimbursing  for  "basic"  EPSDT  screens.  (In 
planning  for  this  change,  the  state  considered  for  a  time  requiring  that  HMOs  meet  the  standards  set 
for  "comprehensive"  EPSDT  providers.  However,  HMO  providers  objected  that  these  standards 
unrealistically  surpassed  mainstream  medical  care.)  It  is  critical  to  note  that  the  new  HMO 
contracts  also  included  performance  targets  corresponding  to  the  participation  goals  established  by 
HCFA  after  passage  of  OBRA-89.  That  is,  for  1993,  HMOs  were  expected  to  screen  60  percent  of 
all  enrolled  children  (the  same  interim  goal  established  for  the  entire  state).  To  compensate  HMOs 
for  performance  of  EPSDT  screens.  Medicaid  increased  capitation  rates  by  a  factor  to  cover 
marginal  costs  associated  with  filling  out  a  new  EPSDT  reporting  form,  performing  outreach 
activities,  and  conducting  the  EPSDT  screens.^ 

Importantly,  in  tandem  with  this  change.  Medicaid  also  began  denying  reimbursement  to  local 
health  departments  (or  any  other  provider)  for  EPSDT  screens  performed  on  children  enrolled  with 
HMOs.  Medicaid  officials  argued  that  HMOs  should  provide  enrolled  children  with  a  "medical 
home"  and,  therefore,  be  responsible  for  rendering  all  care  to  them.  Similarly,  to  allow  other 
providers  to  bill  for  EPSDT  would  represent  a  duplication  of  effort  and  payment.  In  addition,  as 


As  discussed  previously,  Michigan  also  began  distributing  its  monihly  DSS  outreach  reports  to 
Medicaid-enrolled  HMOs  and  to  doctors  participating  in  the  Physician  Sponsor  Plan  who  were 
certified  as  "comprehensive"  EPSDT  providers.  Reports  sent  to  these  providers  contain  only  the 
names  and  addresses  of  children  who  are  enrolled  with  them. 
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mentioned  previously,  DSS  began  editing  its  monthly  EPSDT  outreach  reports  so  that  LHDs  would 
no  longer  receive  the  names  and  addresses  of  HMO-enrolled  children. 

At  the  time  of  the  evaluation  site  visit.  Medicaid  officials  hoped  to  offer  at  least  one  managed  care 
provider  option  to  Medicaid  recipients  in  all  of  Michigan's  83  counties  by  the  end  of  1993.  (In  the 
vast  majority  of  counties,  the  available  option  will  be  to  enroll  with  a  doctor  participating  in  the 
Physician  Sponsor  Plan.)  When  this  goal  is  reached,  these  officials  reported  that  they  would  pursue 
similar  contractual  arrangements  whereby  PSP  doctors  would  be  expected  to  render,  or  refer  for, 
EPSDT  screens. 


2.        EPSDT  in  the  Schools 

As  discussed  previously,  EPSDT  screening  rates  for  school-age  children  are  especially  low  in 
Michigan~12  percent  for  children  ages  six  through  14  and  just  8  percent  for  adolescents  ages  15 
through  20.  Given  this  situation,  Michigan  has  tried  to  work  with  schools  to  bolster  the  number  of 
screens  delivered  to  this  population.  These  efforts  are  described  briefly  below. 

■  Teen  Health  Centers.  Since  the  early  1980s,  the  Michigan  Department  of  Public 
Health  has  worked  to  foster  the  development  of  school-based  and  school-linked 
healdi  centers.  Specifically,  it  has  directiy  funded  the  establishment  of  19  Teen 
Health  Centers  throughout  the  state.  These  centers,  located  at  or  near  both  high  and 
middle  schools,  are  typically  affiliated  with  a  sponsoring  entity  (such  as  a  hospital 
or  local  health  department)  and  are  equipped  to  render  a  fairly  comprehensive  set  of 
primary  care  benefits.  In  addition,  each  is  certified  by  DPH  to  provide  EPSDT 
screens. 

■  Collaboration  between  local  health  departments  and  local  school  districts. 
Numerous  local  health  departments  have  also  developed  effective,  collaborative 
relationships  with  schools.  Typically,  these  arrangements  involve  public  health 
nurses  visiting  elementary,  middle,  and  high  schools  according  to  a  set  schedule, 
performing  EPSDT  screens,  and  billing  Medicaid  for  reimbursement.  In  some 
counties,  nurses  have  established  systems  for  identifying  and  screening  only 
Medicaid-eligible  children,  while  in  others  nurses  screen  all  children.  Typically, 
collaborative  arrangements  between  schools  and  health  departments  have  evolved  in 
regions  where  low-income  families  and  children  are  more  prevalent. 

F.       Data  Reporting  on  the  HCFA-416 

The  OBRA-89  legislation  not  only  addressed  EPSDT  services  and  providers  as  previously 
discussed,  but  also  how  sutes  report  EPSDT  program  data  to  the  federal  government.  Specifically, 
OBRA-89  required  states  to  report  annually  to  the  Secretary  of  die  Department  of  Health  and 
Himian  Services  on  the  number  of  Medicaid-eligible  children  participating  in  EPSDT.  As  well, 
OBRA-89  required  that  aimual  EPSDT  participation  goals  be  set  for  all  states.  In  response,  HCFA 
established  an  80  percent  participation  target  for  all  states  to  meet  by  1995,  as  well  as  interim  goals 
for  the  years  between  1990  and  1995. 

Given  a  national  participation  rate  in  1989  of  just  39  percent,  HCFA's  80  percent  participation  goal 
focused  states'  attention  on  the  need  to  increase  screening  rates.  At  the  same  time,  this  increased 
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emphasis  has  focused  attention  on  the  accuracy  of  state  EPSDT  data  and  the  variability  of  reporting 
practices  used  by  states. 

Since  July  1990,  states  have  used  the  HCFA^16  form  to  report  EPSDT  data  to  the  federal 
government.  (The  form  used  prior  to  this  time  was  the  HCFA-420.)  The  HCFA-4 16  included 
several  changes  designed  to  improve  data  quality  and  to  streamline  the  reporting  process. 
SpecificaUy,  the  HCFA-4 16: 

■  Reduces  the  administrative  burden  on  states  by  requiring  annual  rather  than 
quarterly  reporting  (as  was  the  case  with  the  HCFA-420); 

■  Adds  new  reporting  categories  to  identify  the  number  of  children  receiving  vision, 
hearing,  and  dental  services;  and 

■  Breaks  out  separate  reporting  cells  for  foin  discrete  age  groupings:  under  one  year, 
between  one  and  five  years,  between  six  and  fourteen  years,  and  between  fifteen 
and  twenty  years. 

Despite  these  changes,  questions  still  surround  the  consistency  with  which  states  report  EPSDT 
data.  In  fact,  a  survey  by  the  National  Governors'  Association  confirmed  that  considerable 
variation  exists  in  states'  EPSDT  data  reponing  practices  (NGA,  1990). 

There  are  eight  reporting  categories  on  the  HCFA-416  (listed  below).  These  data  are  utilized  to 
calculate  state-specific  EPSDT  panicipation  rates  and  screening  ratios,  the  key  indicators  used  to 
gauge  the  extent  to  which  eligible  children  are  receiving  EPSDT  services.  The  participation  rate 
for  each  state  (the  80  percent  target  refers  to  this  statistic)  is  obtained  by  adding  the  number  of 
children  who  have  received  one  or  more  screening  examinations  during  the  year  to  the  number  of 
children  enrolled  in  continuing  care  arrangements  (defined  below)  and  dividing  this  figure  by  the 
number  of  children  who  are  eligible  for  EPSDT.  The  screening  ratio  is  derived  by  dividing  the 
total  number  of  screens  rendered  during  the  year  by  the  total  number  of  EPSDT-eligible  children. 
Although  HCFA  has  defined  these  statistics  as  indicated,  guidance  to  states  regarding  the  specific 
definitions  of  each  data  category  is  broad  and  somewhat  vague.  As  a  result,  states  interpret  and,  in 
turn,  report  data  in  various  ways.  Thus,  the  statistics  are  not  consistently  reported  across  states. 

To  fully  understand  what  a  state's  HCFA-416  acmally  reflects  about  their  EPSDT  program,  a  closer 
examination  of  how  data  categories  are  interpreted  and  reported  is  essential.  Therefore,  the 
definitions  used  by  Michigan  Medicaid  officials  when  reporting  HCFA^16  data  are  presented 
below. 

Between  1989  and  1992,  Michigan  made  several  important  changes  in  its  EPSDT  reporting 
practices. 

■  First,  after  changing  its  policies  to  recognize  two  types  of  EPSDT  screens  ("com- 
prehensive" and  "basic"),  the  state  began  including  on  line  three  of  the  HCFA-416 
("Eligibles  Receiving  Screening  Services")  unduplicated  counts  of  both  "basic"  and 
"comprehensive"  screens." 


Interestingly,  even  though  state  policy  regarding  "basic"  screens  was  implemented  in  September  1990, 
the  state  did  not  begin  counting  "basic"  screens  on  the  HCFA-416  until  federal  fiscal  year  1992 
(reporting  on  the  period  October  1991  through  September  1992).  The  decision  to  delay  this  reporting 
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■  Second,  for  federal  fiscal  year  1992,  Michigan  discontinued  its  practice  of  assuming 
that  all  children  enrolled  in  managed  care  (referred  to  on  line  two  of  the  HCFA-416 
as  "children  enrolled  in  continuing  care  arrangements")  receive  an  EPSDT  screen-a 
practice  commonly  employed  by  states  (and  permitted  by  HCFA)  and  one  that  is 
often  blamed  for  artificially  inflating  states'  EPSDT  participation  rates.  In 

FY  1993,  only  children  in  HMOs  were  counted  on  line  two  because  the  state  had  a 
specific  EPSDT  contractual  requirement  with  HMOs  during  1993. 

Therefore,  for  the  FY  1992  report,  Michigan  Medicaid  used  the  following  definitions  when 
reporting  EPSDT  data  on  the  HCFA-416: 

■  Individuals  eligible  for  EPSDT:  An  unduplicated  count  of  the  number  of  children 
under  21  who  were  eligible  for  Medicaid  at  some  point  during  the  year. 

■  Number  of  eligibles  enrolled  in  continuing  care  arrangements:  For  the  FY  1992 
report,  as  noted  above,  no  data  were  reported  for  this  item.  On  reports  filed  in 
prior  years,  Michigan  included  all  children  enrolled  in  any  of  the  state's  Medicaid 
managed  care  programs.  (For  FY  1993,  this  line  included  the  number  of  children 
enrolled  in  HMOs  between  April  1,  1992  and  September  1,  1993,  the  period  of 
time  during  which  the  EPSDT  HMO  contract  referted  to  above  was  in  effect.) 

■  Eligibles  receiving  screening  services:  An  unduplicated  count  of  the  number  of 
children  who  received  one  or  more  "comprehensive"  or  "basic"  screening  examina- 
tions during  the  year.  This  count  does  not  include  "partial"  screens,  since  the  state 
does  not  consider  performance  of  individual  components  of  an  EPSDT  screen,  such 
as  a  developmental  assessment,  as  an  EPSDT  exam,  "partial"  or  otherwise. 

■  Total  number  of  screening  services:  The  total  number  of  initial  and  periodic 
"basic"  and  "comprehensive"  screening  examinations  that  were  reported  during  the 
year.  In  addition,  despite  HCFA  guidance  that  states  do  otherwise,  Michigan 
includes  in  this  count  all  interperiodic  screens  that  are  provided.  Michigan  officials 
believe  that,  as  medically  necessary  and  complete  services,  there  is  no  good  reason 
why  they  should  be  left  out  of  this  total. 

■  Eligibles  referred  for  corrective  treatment:  An  unduplicated  count  of  the  number  of 
children  whose  EPSDT  screen  form  indicates  that  a  referral  for  further  diagnosis 
and/or  treatment  was  made. 

■  Eligibles  receiving  vision,  hearing,  and  preventive  dental  services:  An  unduplicate- 
d  count  of  the  number  of  children  receiving  any  vision,  hearing,  or  dental  services 
separate  from  the  comprehensive  EPSDT  screen. 

Interestingly,  HCFA  guidance  instructs  states  to  report  in  these  categories 
unduplicated  counts  of  individuals  who  receive  diagnostic  or  treatment  vision  and 
hearing  services  (not  preventive  vision  and  hearing  screens  provided  either  during  or 
independently  of  the  comprehensive  EPSDT  exam),  and  an  unduplicated  count  of 


centered  around  some  state  officials'  concern  over  the  appropriateness  of  considering  physician- 
rendered  well-child  exams  as  EPSDT  visits.  By  October  1991,  after  monitoring  the  situation  for  one 
year.  Medicaid  officials  were  comfortable  that  high-quality  care  was  being  provided  through  this 
mechanism  and  that  reporting  these  visits  on  the  HCFA-416  was  appropriate. 
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only  certain  specified  preventive  dental  services,  including  instruction  in  oral 
hygiene,  oral  prophylaxis,  and  application  of  sealants.  Michigan  appears  to  be 
reporting  vision  and  hearing  data  per  HCFA  guidance;  however,  dental  data 
reported  are  not  limited  to  preventive  services,  as  instructed  by  HCFA. 

When  examining  EPSDT  data  reported  to  HCFA  for  fiscal  years  1989  and  1992,  the  impact  of 
policy  changes  are  noted  as  follows: 

■  For  the  FY  1992  report,  Michigan  lost  approximately  200,000  screens  from  its  total 
unduplicated  coxmt  by  not  including  children  enrolled  in  managed  care. 

■  For  the  same  report,  however,  the  state  gained  roughly  200,000  screens  by 
including  "basic"  as  well  as  "comprehensive"  screens  in  its  totals. 

■  Overall,  however,  the  participation  rate  and  screening  ratio  declined  in  FY  1992, 
due  at  least  in  pan  to  the  fact  that  the  state  stopped  funding  outreach  in  local  health 
departments  for  nine  months.  As  indicated  in  the  next  section  of  this  chapter, 
discontinuance  of  outreach  led  to  an  overall  decline  in  "comprehensive"  screens 
totalling  roughly  30,000. 


rV.      Implementation  Issues:  Strengths  and  Weaknesses  of  Current  Systems 

This  section  of  the  chapter  discusses  a  range  of  policy  and  program  issues  that  were  raised  during 
the  state  and  local-level  site  visit  interviews  and  which  highlight  several  strengths  and  weaknesses  of 
Michigan's  EPSDT  program.  As  in  the  previous  section,  discussion  is  divided  into  six  parts,  each 
addressing  a  major  component  of  the  EPSDT  program:  informing  and  outreach,  provider 
panicipation,  the  EPSDT  screen,  diagnostic  and  treatment  services,  special  initiatives  to  enhance 
service  delivery  and  integration,  and  data  reporting  on  the  HCFA-416. 

A.       Issues  Regarding  Informing  and  Outreach 

In  roughly  two-thirds  of  the  states,  responsibility  for  informing  and  outreach  lies  entirely  with  the 
state  welfare  department.  Michigan,  however,  is  among  the  minority  of  states  that  supplements 
welfare-based  informing  activities  by  contracting  with  state  and  local  health  departments  for 
additional  outreach.  According  to  a  50-state  survey  of  state  Medicaid  and  Maternal  and  Child 
Health  programs  (Hill  and  Breyel,  1991),  officials  in  these  states  believe  that  this  arrangement  is 
advantageous  because  health  departments  are  generally  viewed  more  positively  by  public  program 
participants  than  are  public  welfare  agencies  and  because  health  department  involvement  is  more 
likely  to  give  EPSDT  a  stronger  identity  as  a  health  program. 

Inclusion  of  the  state  Department  of  Public  Health  in  EPSDT  outreach  is  a  clear  strength  of  the 
Michigan  program.  However,  another  characteristic-local-level  autonomy-has  also  allowed  the 
program  to  develop  strong,  community -based  strategies  to  enhance  outreach  effectiveness.  Some  of 
these  models  are  described  below. 
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1,       Community-Specific  Outreach  Strategies 


Since  coimty  health  departments  possess  the  autonomy  to  design  their  own  approaches  to  conducting 
outreach,  a  number  of  models  across  the  state  have  evolved  over  the  years.  During  the  site  visit, 
the  consultant  team  visited  several  localities  in  order  to  observe  a  variety  of  models.  Some  of  the 
approaches  used  by  counties  either  visited  by  the  consultant  team  or  discussed  with  state  health 
officials  are  simimarized  briefly  below. 

■  In  Detroit,  where  a  large  portion  of  families  Uve  in  extreme  poverty  and  so  many 
children  suffer  poor  health,  the  City  Department  of  Health  has  determined  that 
letter-based  outreach  efforts  must  be  supplemented  by  an  extensive  home  visiting 
program.  Therefore,  the  LHD  has  assigned  12  of  its  21  outreach  staff  to  perform 
home  visits  and  provide  transportation  assistance  full  time.  Productivity  goals 
require  that  each  outreach  worker  perform  a  minimum  of  24  home  visits  per  day. 
Detroit  officials  believe  that  the  home  visiting  component  of  their  outreach  efforts  is 
absolutely  essential  for  reaching  hard-to-reach  families.  Interestingly,  with  only 
nine  outreach  staff  left  to  follow-up  on  between  12,000  and  16,000  children 
included  on  every  month's  DSS  outreach  report,  the  LHD  does  not  have  the 
resources  to  reach  every  family  by  mail.  Rather,  letters  are  sent  to  approximately 
4,000  families  each  month,  with  priority  placed  on  children  newly  eligible  for 
EPSDT.  At  best,  Detroit  officials  report  that  they  receive  a  40  to  50  percent 
response  rate  to  outreach  letters. 

■  In  Bay  County,  outreach  staff  include  a  coupon  for  a  free  T-shirt  in  their  letters  to 
families  in  hopes  of  providing  them  with  an  extra  incentive  to  obtain  a  well-child 
screen. 

■  Similarly,  in  Ingham  County,  health  officials  have  utilized  funds  donated  by  local 
charities  to  offer  families  incentives  to  bring  their  children  in.  Specifically,  the 
LHD  gives  families  a  $5  gift  certificate  for  a  local  discount  store  each  time  their 
child  receives  an  EPSDT  screen. 

■  In  Genesee  County,  the  LHD  has  established  especially  close  working  relationships 
with  the  local  DSS  office  in  order  to  enhance  outreach  effectiveness.  At  the 
beginning  of  each  month,  two  outreach  workers  set  up  a  booth  at  the  DSS  office 
and  attempt  to  talk  with  every  family  that  applies  for  Medicaid  during  that  day. 
During  these  talks,  outreach  workers  describe  EPSDT,  emphasize  the  importance  of 
preventive  screens,  and  attempt  to  schedule  appointments  for  check-ups. 

■  The  Kent  County  Health  Department  hired  a  marketing  consultant  to  train  staff  in 
alternative  approaches  to  performing  outreach  and  persuading  families  to  obtain 
EPSDT  screens  for  their  children. 


2.        Future  Questions  Regarding  Informing  and  Outreach  Programs 

The  outreach  models  described  by  state  and  local  officials  possess  many  strengths.  However,  many 
aspects  of  the  EPSDT  outreach  and  informing  process  were  also  described  as  deficient,  and  many 
complex  issues  make  the  fumre  course  for  outreach  uncertain.  Several  of  the  problems  and  issues 
surrounding  EPSDT  outreach  are  described  below. 
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Competing  demands  for  outreach  budgets.  Consistentiy,  state  and  local  officials 
stressed  the  importance  of  the  EPSDT  outreach  function.  However,  just  as 
consistently,  both  groups  expressed  frustration  that  outreach  efforts  were  not  more 
successful  in  bringing  families  in  to  care.  For  local  officials,  the  proposed  solution 
was  typically  increased  funding;  LHD  staff  consistently  expressed  the  desire  for 
more  fiscal  and  staff  resources  to  bolster  their  efforts.  However,  at  the  state  level, 
DSS  officials  have  instead  chosen  to  explore  alternative  approaches  to  outreach.  As 
discussed,  DSS  has  recently  begun  redirecting  a  portion  of  its  outreach  budget  to 
HMOs,  in  part  due  to  frustration  with  LHD  performance.  Further,  DSS  officials 
have  begun  studying  efforts  in  the  States  of  Pennsylvania  and  Louisiana  where 
EPSDT  outreach  has  been  contracted  out  to  private  sector  organizations.  At  the 
time  of  the  site  visit,  DSS  was  beginning  to  draft  a  Request  for  Proposals  to 
privatize  certain  components  of  EPSDT  outreach.^ 

What  is  clear  is  that  outreach,  in  whatever  form,  does  seem  to  make  a  difference. 
In  October  1991,  due  to  statewide  budget  difficulties,  DSS  eliminated  funding  for 
LHD  outreach  for  a  nine-month  period.  (Monies  were  reinstated  in  July  1992.) 
During  this  time,  the  number  of  screens  performed  across  the  state  dropped  by  a 
factor  of  30  percent--from  120,000  for  the  same  period  in  the  prior  year  to  91,000. 
(Importantly,  this  significant  drop  in  screening  activity  occurred  during  the  study 
period  for  this  evaluation.) 

Uncertain  impact  of  involving  managed  care  providers  in  outreach  activities. 
When  the  consulting  team  visited  a  major  health  maintenance  organization  serving 
Detroit,  it  was  apparent  that  the  provider  had  developed  ambitious  plans  to  conduct 
EPSDT  outreach.  Using  the  additional  funds  provided  under  their  contract  with 
DSS,  the  HMO  had  developed  its  own  letter-based  outreach  system,  producing 
personalized  "health-o-grams"  for  all  Medicaid  families  on  a  quarterly  basis, 
notifying  them  of  their  children's  eligibility  for  free  health  check-ups  and  offering 
assistance  with  scheduling  an  appointment  and  arranging  transportation  through  its 
own  transportation  system.  The  provider  also  planned  to  provide  families  various 
incentives  for  bringing  their  children  in  for  screens,  such  as  t-shirts.  However,  at 
the  time  of  this  writing,  the  HMO's  enrollment  included  more  than  35,000 
Medicaid-eligible  children,  and  the  provider  had  assigned  just  two  staff  persons  to 
carry  out  all  outreach  activities. 

Armed  with  this  type  of  information,  LHD  staff  have  serious  concerns  about  the 
capacity  of  managed  care  providers  to  perform  effective  EPSDT  outreach.  In 
Detroit,  for  example,  LHD  staff  were  especially  dubious  of  how  HMOs  could  truly 
reach  families  without  a  home  visiting  component.  Further,  ever  since  DSS  began 
segregating  its  outreach  reports  and  stopped  sending  information  on  HMO-enrolled 
families  to  LHDs,  public  health  officials  have  felt  even  less  equipped  to  reach  out  to 
all  the  families  they  believe  need  their  help.  In  fact,  LHD  staff  expressed  a  fear 
that  the  only  families  left  on  their  outreach  reports  were  the  ultra-poor,  extra- 


Subsequent  to  the  site  visit,  the  state  signed  a  three-year  contract  with  Automated  Health  Systems,  Inc. 
(AHS)  of  Pennsylvania  which  began  in  late  1993  assisting  physicians  with  EPSDT  outreach.  In 
addition,  Michigan  has  since  signed  three  special  one-year  outreach  contracts  with  outside 
organizations:  Planned  Parenthood  of  West  Michigan;  a  health  care  provider  serving  mostly  migrant 
farmworkers;  and  a  home  health  agency  serving  portions  of  Detroit. 
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high-risk  families,  smce  HMO  marketing  efforts  were,  in  their  opinions,  likely  to 
have  been  directed  primarily  toward  enrolling  the  relatively  higher-income,  healthier 
populations. 

Unclear  ability  of  other  private  providers  to  assume  role  in  EPSDT  outreach.  As 

already  discussed,  DSS'  efforts  to  involve  providers  beyond  LHDs  in  EPSDT 
outreach  has  also  extended  to  private  physicians  who  are  certified  as  "comprehen- 
sive" EPSDT  providers  and  who  are  also  enrolled  in  the  state's  Physician  Sponsor 
Plan.  However,  during  the  site  visit,  it  became  apparent  that  these  providers  may 
not  always  know  what  to  do  with  monthly  outreach  reports  they  receive  from  DSS. 
In  Bay  City,  for  example,  staff  at  Bay  Pediatrics  said  that  they  did  not  receive 
instructions  from  DSS  regarding  how  to  use  the  report  (although  DSS  noted  that 
instructions  are  in  the  provider  manual),  nor  did  they  fiilly  understand  the  need  for, 
or  importance  of,  client  outreach.  One  possible  future  direction  being  considered 
by  DSS  that  could  resolve  this  dilemma  is  the  hiring  of  a  private  firm  to  conduct 
outreach  to  families  who  are  enrolled  with  physicians. 

Low  client  interest  and  poor  patient  compliance.  Despite  its  acknowledged 
importance,  home  visiting  efforts  have  not  always  been  completely  successful  in 
enrolling  families  into  care.  For  example,  in  Detroit,  outreach  workers  report  being 
able  to  schedule  appointments  for  EPSDT  screens  with  only  three  or  four  of  the  24 
families  they  visit  each  day.  Such  low  penetration  rates  were  attributed  to  the  fact 
that  families  simply  place  a  very  low  priority  on  preventive  health  care  given  the 
many  stresses  they  face  in  daily  life,  including  poor  housing,  violence,  inadequate 
income,  poor  nutrition,  etc.  Similarly,  even  when  families  do  schedule  appoint- 
ments for  EPSDT  screens,  no-show  rates  at  clinics  are  consistently  in  the  50  percent 
range. 

Insufficient  clinic  capacity.  LHD  clinic  capacity  does  not  always  permit  families  to 
rapidly  access  EPSDT  screening  services.  In  Detroit,  appointments  are  usually 
scheduled  two  months  from  the  day  that  contact  is  made  with  a  family. 

Exclusion  of  phone  numbers  on  DSS  outreach  reports.  Outreach  reports  generated 
by  DSS  and  forwarded  to  LHDs  do  not  contain  the  phone  numbers  of  Medicaid- 
eligible  families.  DSS  officials  report  that  it  would  be  inefficient  to  include  phone 
numbers  on  the  reports  for  a  number  of  reasons,  including,  first,  that  Medicaid 
families  are  so  mobile  that  their  numbers  would  constantly  change  and,  second, 
because  Medicaid  families  often  do  not  have  telephones.  LHD  staff  repeatedly 
stated,  however,  that  it  would  be  extremely  helpful  to  have  families'  phone 
numbers.  Even  if  a  high  proportion  were  disconnected  or  inaccurate,  workers 
believe  that  telephone  outreach  strategies  would  be  more  effective  than  the  mail- 
based  outreach  on  which  they  currently  rely. 

Possible  reinstitution  of  local  DSS  involvement  in  outreach.  At  various  points 
during  the  site  visit,  state  and  local  officials  brought  up  the  possibility  of  bringing 
local  DSS  agencies  back  into  the  outreach  business.  In  Bay  County,  for  example, 
local  health  officials  described  how  greater  numbers  of  screens  were  performed  and 
no-show  rates  were  lower  when  DSS  was  responsible  for  conducting  all  informing 
and  outreach.  State  officials  also  speculated  that  patient  compliance  might  improve 
under  a  DSS-based  outreach  model  because  families  might  fear  that  their  eligibility 
for  cash  and/or  food  assistance  might  be  jeopardized  if  they  did  not  comply  with 
DSS  instructions  to  obtain  EPSDT  screens  for  their  children.  While  no  specific 

114 


Health  Systems  Research,  Inc. 


policy  in  this  area  was  being  pursued,  state  officials  did  describe  how  political 
support  for  the  notion  of  a  "social  contract"  seemed  to  be  increasing  across  the 
coimtry.^ 

B.       Issues  Regarding  Provider  Participation 

As  discussed  in  Section  III  of  this  chapter,  Michigan  has  implemented  two  major  policies  in  an 
effort  to  expand  the  base  of  providers  participating  in  EPSDT.  First,  m  1986,  the  state  allowed 
private  physicians  who  could  meet  the  certification  standards  set  by  the  Department  of  Health  to 
apply  and  qualify  for  reimbursement  as  EPSDT  providers.  Second,  after  witnessmg  very  little 
response  to  the  prior  strategy  and  feeling  new  pressure  from  OBRA-89  to  increase  the  proportion  of 
Medicaid-eligible  children  who  receive  screens,  Michigan  implemented  in  1990  a  two-tiered  EPSDT 
benefit  by  reclassify mg  physician-provided  well-child  care  as  "basic"  EPSDT  and  renaming 
traditional  LHD-provided  examinations  as  "comprehensive"  EPSDT.  Issues  surroimding  the 
implementation  of  these  policies  at  the  local  level  are  described  below. 

1.       Differences  Between  "Comprehensive"  and  "Basic"  Screening  Providers 

When  Michigan  created  the  new  billing  category  for  "basic"  EPSDT  screens,  the  issue  of  provider 
participation  in  EPSDT  was  effectively  rendered  moot.  That  is,  all  Medicaid  providers  in  the  state 
who  perform  preventive  well-child  examinations  are  now  considered  EPSDT  providers  and  counted 
as  either  "comprehensive"  or  "basic."  Since  this  change,  there  have  been  no  significant  shifts  in  the 
composition  of  the  EPSDT  provider  pool;  all  local  health  departments,  and  roughly  50  private 
physicians/physician  practices  provide  "comprehensive"  screens  while  the  remainder  of  Medicaid 
participating  providers  render  "basic"  exams. 

Both  during  the  debate  preceding  this  change  and  after  the  policy's  implementation,  however,  state 
officials  have  spent  considerable  time  and  energy  monitoring  practices  of  Medicaid  providers  and 
studying  whether  there  are  any  significant  differences  between  the  content  and  quality  of 
"comprehensive"  and  "basic"  screens.  During  the  evaluation  site  visits,  mterviews  with  both  state 
and  local  officials  revealed  that  Medicaid  and  public  health  officials  had  identified  several 
significant  differences  between  the  two.  These  include: 

■  Differences  in  attending  providers.  In  local  healdi  departments,  nurses  and  nurse 
practitioners  are  the  most  common  providers  delivering  EPSDT  screens.  In 
physicians'  offices,  doctors  perform  the  bulk  of  the  examination,  with  nurse  and 
other  ancillary  support  performing  activities  such  as  measuring  height  and  weight, 
taking  blood  and  urine  for  laboratory  tests,  and  giving  hearing  and  vision  tests. 

■  Differences  in  length  of  screening  exam.  Interestingly,  differences  observed 
regarding  who  is  involved  with  performing  an  EPSDT  screen  directly  correlate  with 
variations  in  the  time  spent  performing  the  exam.  Consistently,  public  health 
officials  report  using  at  least  one  hour  to  complete  a  comprehensive  screen.  In 


Under  a  recently  approved  waiver,  the  State  of  Maryland  is  now  penalizing  families  who  do  not  have 
their  children  appropriately  immunized  by  reducing  the  size  of  their  AFDC  payments.  A  similar 
program  has  also  recently  been  instituted  in  the  State  of  Georgia. 
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contrast,  private  physicians  report  that  an  EPSDT  screen  takes  just  30  minutes.  On 
closer  inspection,  it  appears  that  the  extra  time  taken  in  local  health  departments  is 
spent  talking  with  parents,  explaining  test  results,  providing  anticipatory  guidance 
and  health  education,  discussing  nutrition  concerns  and  other  health  and  social 
problems  that  the  family  may  be  experiencing  and,  as  will  be  explained  below, 
performing  more  rigorous  tests. 

■        Differences  in  content  of  exams.  Three  primary  differences  were  identified 

between  the  content  of  EPSDT  screens  performed  in  local  health  departments  versus 
those  performed  in  private  physician  practices.  First,  physicians  were  much  less 
likely  than  LHDs  to  perform  rigorous  developmental  tests  such  as  the  Denver 
Developmental  II.  Second,  physicians  often  do  not  perform  hearing  tests  using 
sophisticated  tools  such  as  a  pure  tone  audiometer,  but  rather  administer  a  subjective 
"whisper  test. "  Finally,  LHDs  consistently  test  children's  vision  more  rigorously 
than  do  physicians. 

On  the  one  hand,  these  observed  differences  cause  public  health  officials  to  worry  that  children  seen 
in  physician's  offices  are  not  receiving  screens  of  optimal  quality.  For  low-income,  high-risk 
families  especially,  these  officials  believe  that  the  extra  rigor  and  time  devoted  to  each  examination 
are  critical  in  ensuring  that  all  potential  health  problems  are  detected  and  that  parents  better  learn 
how  to  keep  their  children  healthy.  Further,  without  a  formal  certification  process,  DPH  officials 
are  not  comfortable  that  there  are  sufficient  quality  control  mechanisms  in  place  to  ensure  that 
physicians  are  following  the  EPSDT  protocol. 

However,  both  public  health  and  Medicaid  officials  are  satisfied,  albeit  cautiously,  that  high-quality 
care  is  being  rendered  in  both  "comprehensive"  and  "basic"  EPSDT  settings.  Both  agree  that  the 
"basic"  EPSDT  screen  is  probably  closely  in  line  with  mainstream  medical  practices  and,  as  such, 
is  representative  of  what  privately-insured  children  receive.  More  important,  these  officials 
acknowledge  that  the  need  to  perform  rigorous  hearing,  vision,  and  developmental  tests  during  each 
and  every  EPSDT  screen  is  probably  not  necessary  when  children  are  seen  routinely  by  the  same 
physician.  To  the  degree  that  private  physicians  are  more  likely  than  local  health  departments  to 
serve  as  a  "medical  home"  for  children,  there  does  not  appear  to  be  the  same  need  to  perform 
"comprehensive"  exams  since  they  will  most  likely  see  these  children  (and  their  siblings)  repeatedly 
over  time. 

Given  that  this  policy  is  still  relatively  new,  DPH  officials  did  express  the  desire  that  the  state 
closely  track  the  health  status  and  outcomes  of  children  who  receive  "basic"  versus  "comprehen- 
sive" screens  to  ensure  that  the  change  has  no  deleterious  effects. 

2.        Private  Physicians  Qualifying  as  "Comprehensive"  EPSDT  Providers 

During  interviews  with  state  Medicaid  and  Public  Health  officials,  several  reasons  were  provided  to 
explain  why  so  few  private  physicians  applied  for  certification  as  "comprehensive"  EPSDT 
providers.  Primarily,  low  interest  was  attributed  to  physicians'  belief  that  the  standards  and 
protocols  set  by  DPH  were  too  arcane  and  detailed,  that  meeting  the  requirements  would  require  ths 
purchase  of  too  much  additional  equipment  and  perhaps  the  hirmg  of  additional  staff,  and  that 
physicians  resented  the  idea  that  state-employed  nurses  would  periodically  perform  site  visits  to  the 
offices  to  ensure  that  protocols  were  being  followed.  Despite  the  financial  incentives,  these  reasons 
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combined  to  influence  the  overwhelming  majority  of  physicians  in  the  state  not  to  apply  for 
certification. 

During  the  site  visit  to  Bay  City,  the  evaluation  team  met  with  individuals  at  Bay  Pediatrics,  the 
first  private  physician  practice  in  Michigan  to  receive  certification  as  a  "comprehensive"  EPSDT 
provider.  Interestingly,  the  interview  revealed  that,  in  this  case,  not  only  was  the  certification 
process  relatively  easy  to  complete,  but  it  was  also  helpful  m  improving  the  overall  quality  of  care 
that  was  provided.  In  describing  the  process  through  which  they  received  certification  in  late  1986, 
Bay  Pediatrics  providers  explained  that,  indeed,  they  needed  to  adjust  they  way  they  performed 
well-child  care  in  order  to  qualify.  Specifically,  they  needed  to  purchase  a  infant  recumbent-length 
board,  an  audiometer,  and  new  blood  pressure  kits.  All  equipment  needed  to  be  recalibrated  to 
meet  DPH  standards.  A  new  nurse  was  also  hired  who  received  special  DPH  training  in  the 
performance  of  EPSDT  screens  and  developmental  tests.  Finally,  the  practice  also  expanded  its 
suite  to  include  an  extra  examination  room  (although  this  was  not  required  in  order  to  be  certified). 
After  spending  slightly  more  than  three  months  preparing.  Bay  Pediatrics  received  the  state  DPH 
site  visit  and,  subsequently,  its  cenification.  Since  1986,  die  practice  has  been  visited  "two  or  three 
times"  for  recertification  purposes;  in  each  case,  recertification  was  granted  without  delay. 
In  sum,  physician  and  nurse  staff  at  Bay  Pediatrics  were  surprised  that  more  physicians  had  not 
received  certification  as  "comprehensive"  EPSDT  providers.  In  their  opinions,  not  only  was  the 
certification  process  relatively  easy  to  complete,  but  the  financial  benefits  of  obtaining  higher  fees 
for  "comprehensive"  exams  far  outweighed  any  hassle  associated  with  the  process. 


C.       Issues  Regarding  the  Provision  of  EPSDT  Screening  Services 

Implementation  of  OBRA-89  changes  regarding  the  provision  of  EPSDT  screening  services  has 
proceeded  relatively  smoothly  in  Michigan.  As  described  earlier,  following  HCFA  interpretation  of 
the  law,  the  state  did  not  change  its  policies  to  accommodate  either  partial  screens  or  panial 
screening  providers.  Further,  according  to  local  officials  in  Detroit,  Bay  City,  and  Lansing,  the 
expansion  of  the  EPSDT  periodicity  schedule  to  allow  for  20  rather  than  12  visits  has  made  the 
program  significantly  more  responsive  to  the  needs  of  children.  Finally,  Michigan  removed  an  edit 
from  its  claims  payment  system  to  facilitate  easier  billing  by  providers  who  need  to  perform 
additional  screens  beyond  those  specified  in  the  schedule,  although  the  state  had  always  paid  for 
interper iodic  screens  as  long  as  they  could  be  demonstrated  to  be  medically  necessary. 

At  the  time  of  the  evaluation  site  visit,  the  only  provision  that  was  encountering  significant 
implementation  problems  was  that  related  to  blood  lead  screening.  Despite  the  fact  that  Medicaid 
provider  manual  guidance  issued  effective  February  1993  said  that  the  erythrocyte  protoporphyrin 
(EP)  test  would  no  longer  be  used  to  measure  blood  lead  exposure,  state  and  local  interviews 
indicate  that  this  policy  has  not  yet  been  implemented.  Due  to  problems  encountered  in  purchasing 
and  setting  up  new  equipment,  the  state  DPH  lab  to  which  all  blood  samples  are  sent  for  testing  had 
not,  as  of  June  1993,  been  able  to  begin  performing  blood  lead  tests.  State  officials  indicated  that 
the  new  testing  procedures  would  be  fully  implemented  subsequent  to  the  site  visit. 
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D.       Issues  Regarding  the  Provision  of  Diagnostic  and  Treatment  Services 


Statewide,  slightly  less  than  40  percent  of  all  children  who  receive  an  EPSDT  screen  are  found  to 
require  additional  follow-up  diagnosis  and/or  treatment.  However,  interviews  with  local  providers 
indicated  that  this  proportion  varies  significantly  by  location.  For  example,  in  rural  Bay  City,  only 
about  20  percent  of  children  are  found  to  have  health  problems.  However,  in  Lansing,  Ingham 
County  health  officials  report  that  roughly  70  percent  need  farther  diagnosis  and  treatment.  In 
Detroit,  approximately  half  of  all  screened  children  are  referred  for  further  treatment.  The  types  of 
problems  detected  through  EPSDT  screens  are,  however,  consistent.  Most  commonly,  children 
require  dental  care  and  treatment  for  anemia,  ear  and  respiratory  infections.  The  need  for  speech 
therapy  is  also  common  among  disadvantaged  children. 

Depending  on  the  training  and  capacity  of  the  provider,  many  of  the  most  common  childhood  health 
problems  (e.g.  otitis  media  and  skin  rashes)  are  handled  in-house.  For  more  complicated  cases, 
referrals  are  made  to  outside  providers.  Generally,  access  to  specialists  throughout  the  state  was 
described  as  quite  good.  Exceptions  to  this  rule  included  a  severe  lack  of  dental  providers  who 
accept  Medicaid  patients  (especially  in  Lansing)  and  few  mental  health  and  substance  abuse 
treatment  resources  to  serve  troubled  adolescents.  Consistently,  EPSDT  providers  found  it  quite 
easy  to  obtain  early  intervention  and  other  specialty  services  for  developmentally-delayed  and 
disabled  children  through  the  state's  Part  H  and  Children  with  Special  Health  Care  Needs  (Title  V) 
programs. 

Given  the  newness  of  the  benefits,  local  providers  could  share  very  little  information  regarding 
implementation  of  the  Infant  Support  Services  program.  Health  department  officials  attributed 
serious  implementation  delays  being  experienced  in  Detroit  to  local  Department  of  Social  Services 
offices'  viewing  of  the  program  as  a  vehicle  for  off-loading  Child  Protective  Services  cases  to  the 
city  department  of  health.  In  Lansing,  ISS  was  seen  to  be  building  nicely  on  the  county's  MSS 
program.  However,  officials  were  finding  that  many  fewer  infants  than  expected  were  meeting  the 
program's  strict  eligibility/risk  criteria.  Originally,  Ingham  County  estimated  that  one-half  of  all 
infants  born  to  MSS-enrolled  mothers-roughly  300  newborns-would  qualify  for  ISS  care.  Instead, 
at  the  time  of  the  site  visit,  only  25  cases  were  open. 


E.       Issues  Regarding  Special  Service  Delivery/Integration  Initiatives 

As  discussed  in  the  special  service  delivery /integration  section  earlier,  Michigan  has  mainly  focused 
on  two  areas:  improving  linkages  between  EPSDT  and  managed  care  and  providing  EPSDT 
services  in  schools.  Implementation  issues  relating  to  each  of  these  initiatives  are  discussed  below. 

1.        Issues  Regarding  EPSDT  and  Managed  Care 

The  requirement  that  Medicaid-contracting  HMOs  perform  EPSDT  screens,  and  the  subsequent 
denial  of  reimbursement  to  local  health  departments  for  EPSDT  screens  delivered  to  HMO-enrolled 
children  has,  not  surprisingly,  caused  significant  friction  between  Medicaid  and  public  health 
officials  at  the  local  level.  In  the  City  of  Detroit,  in  particular,  HMO-enrolled  children  represented 
more  than  one-half  of  the  children  they  screened  during  1992.  As  the  city  health  department  will 
no  longer  be  able  to  bill  for  these  screens,  the  health  department  is  looking  at  a  potentially 
significant  loss  of  Medicaid  revenues.  While  this  development  should,  at  least  in  theory,  free  up 

118 

Health  Systems  Research,  Inc. 


the  health  department  to  step  up  its  outreach  and  screening  efforts  with  other  children,  the  loss  in 
revenues  could,  in  the  near  term,  severely  undermine  the  department's  ability  to  function. 

At  the  state  level,  as  well,  DPH  officials  have  voiced  considerable  concern  over  the  change  in 
managed  care/EPSDT  policies.  In  particular,  they  are  concerned  that  financial  incentives  inherent 
in  capitated  models  will  work  against  the  goals  of  EPSDT  and  that  HMOs  will  neither  conduct 
aggressive  outreach  nor  screen  children  as  frequently  as  is  called  for  by  the  program's  periodicity 
schedule.  DPH  officials  expressed  the  hope  that  Medicaid  would  rigorously  enforce  the 
performance  targets  included  in  new  HMO  contracts  so  that  managed  care  plans  would  be  held 
accountable  for  their  EPSDT  screening  responsibilities. 

Finally,  while  Medicaid  guidance  to  EPSDT  providers  invited  local  health  departments  to  contact 
HMOs  in  their  area  to  see  if  the  HMO  would  be  interested  in  subcontracting  with  the  LHD  to 
conduct  screens,  DPH  officials  believe  that  the  state  needs  to  take  a  more  proactive  role  in 
promoting  local-level  coordination  between  HMO  and  public  health  providers.  As  health  care 
systems  evolve,  it  is  the  hope  of  DPH  officials  that  the  unique  skills  and  expertise  of  LHDs  in  such 
activities  as  outreach,  care  coordination,  tracking  and  follow-up,  and  family  support  are  not  lost. 
Again,  in  Detroit,  HMOs  have  never  subcontracted  with  the  city  health  department  before. 
Therefore,  some  assistance  from  the  state  in  facilitating  a  collaborative  relationship  between  the  two 
may  be  necessary.  In  coming  years,  Michigan  DPH,  Medicaid  and  MCH  officials  will  need  to 
carefully  consider  whether  or  not  HMOs  represent  a  viable  "medical  home"  for  adolescents. 


2.        Issues  Regarding  EPSDT  in  the  Schools 

Unfortunately,  state  Medicaid  and  public  health  officials  are  frustrated  that  they  have  not  been  able 
to  establish  a  more  effective,  broad-based  EPSDT  initiative  in  the  state's  schools.  In  selected 
communities,  local  health  departments  have  established  successful  models.  For  example,  in  Ingham 
County,  a  team  consisting  of  a  public  health  nurse,  an  outreach  worker,  and  a  health  screening 
technician  rotate  to  33  Lansing  School  District  elementary  schools  to  identify  and  screen  Medicaid- 
eligible  children.  Last  year,  the  team  completed  roughly  1,000  screens,  or  about  15  percent  of  the 
total  screens  conducted  by  the  Ingham  County  Health  Department.  Such  successful  models  are, 
however,  the  exception  rather  than  the  rule. 

Given  budget  constraints,  Michigan  has  not  funded  the  establishment  of  any  new  Teen  Health 
Centers  for  several  years.  Further,  those  Centers  already  in  place  have  not  had  a  good  track  record 
for  conducting  and  billing  for  EPSDT  screens.  This  is  true  despite  the  fact  that  the  Centers  have 
been  targeted  in  low-income  communities  and  largely  serve  a  Medicaid-eligible  clientele.  State 
officials  believe  that  low  rates  of  EPSDT  screening  and  billing  can  be  attributed  to  the  fact  that 
adolescents  most  often  seek  care  related  to  counseling,  sexually-transmitted  diseases,  and  family 
planning.  Demand  for  preventive  check-ups  is  low  among  this  population. 

Finally,  the  expansion  of  managed  care  initiatives  has  already  had  a  confusing  and  adverse  impact 
on  Teen  Healdi  Centers.  In  Wayne  County,  in  particular.  Centers  have  increasingly  found  it 
difficult  to  obtain  any  reimbursement  for  serving  Medicaid-eligible  adolescents  enrolled  in  HMOs. 
Center  staff,  as  well  as  DPH  officials  are  frustrated  by  this  given  the  well-established  fact  that  this 
hard-to-reach  population  is  often  more  comfortable  seeking  care  from  school-based  health  centers 
than  from  mainstream  medical  providers. 
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F. 


Issues  Regarding  Data  Reporting  Practices 


Generally,  Michigan  appears  to  be  reporting  data  on  the  HCFA-416  in  accordance  with  HCFA 
guidelines.  Exceptions  to  this  statement  include: 

■  The  inclusion  of  interperiodic  screens  in  the  state's  count  of  total  screens  provided 
(line  6  of  the  HCFA^16); 

■  The  inclusion  of  all,  rather  than  just  preventive,  dental  services  (on  line  10  of  the 
HCFA-416);  and 

■  Most  important,  the  exclusion  of  any  data  on  line  2-children  enrolled  in  continuing 
care-despite  HCFA's  guidance  that  permits  states  to  assume  that  all  such  children 
receive  at  least  one  EPSDT  exam  each  year.  (Michigan  officials  should  be 
applauded  for  taking  a  step  toward  more  accurately  reporting  the  rate  at  which 
children  actually  receive  EPSDT  exams,  even  though,  in  the  short  term,  it 
decreased  their  official  participation  rates  significantly.) 


An  additional  issue  raised  by  the  reporting  guidance  relates  to  the  category  of  "eligibles  referred  for 
corrective  treatment."  As  indicated  previously,  many  children  who  are  identified  as  having  a  health 
problem  during  a  screening  examination  are  treated  immediately  by  the  screening  provider. 
However,  states  are  told  only  to  report  on  the  HCFA-416  those  children  who  are  referred  to  an 
outside  provider.  Whether  or  not  a  referral  occurs,  however,  is  likely  to  depend  more  on  the 
training  and  capacity  of  the  provider  than  the  severity  of  the  illness,  as  both  physicians  and  non- 
physicians  perform  screens.  This  issue  raises  the  question  of  what  the  real  intent  of  this  data 
category  is,  or  should  be.  Specifically,  is  it  more  important  to  obtain  information  on  the  number  of 
children  referred  out  for  follow-up  care,  as  currently  worded  in  the  HCFA  guidance?  Or  would  the 
HCFA-416  be  more  useful  if  it  reported  the  number  of  children  that  were  found,  as  a  result  of 
receiving  an  EPSDT  screen,  to  have  an  illness? 

Finally,  it  is  the  opinion  of  Medicaid  officials  in  Michigan  that  the  80  percent  EPSDT  participation 
goal  for  1995  may  be  unattainable.  As  discussed  earlier,  the  proportion  of  eligible  children  who 
received  screens  decreased  from  48  percent  in  FY  1989  to  24  percent  in  FY  1992,  even  as  total 
screens  provided  nearly  doubled  during  this  period.  This  significant  drop  in  participation  can  be 
explained  by  both  continued  expansions  of  Medicaid  eligibility  for  children  (causing  the  denomina- 
tor of  "eligible  children"  to  continually  grow)  and  by  improved  accuracy  in  state  EPSDT  data 
reporting.  In  the  next  several  years,  it  will  be  interesting  to  note  whether  the  state  is  able  to 
accurately  monitor  EPSDT  screening  activity  by  improving  its  ability  to  capture  screening  data  from 
private  sector  managed  care  providers. 


V.       Lessons  Learned  and  Issues  for  the  Future 

This  section  concludes  the  chapter  by  summarizing  and  highlighting  several  key  aspects  of 
Michigan's  EPSDT  program,  including:  the  overall  program  design;  the  state's  responses  to 
OBRA-89;  observed  strengths  and  weaknesses  of  the  program;  and  issues  needing  to  be  addressed 
in  the  future. 
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A.       Summary  of  Program  Desipi 


Michigan's  EPSDT  program  has,  until  very  recently,  been  dominated  by  the  state  Department  of 
Public  Health  and  its  50  local  health  department  counterparts.  That  is,  since  the  late- 1970s,  public 
health  departments  have  taken  lead  responsibility  for  conducting  EPSDT  outreach,  including 
contacting  families  (by  mail,  telephone,  or  home  visit,  depending  on  the  county)  to  promote  the 
importance  of  the  program  and  to  schedule  children's  appointments  for  EPSDT  screens,  and  by 
assisting  children  who  need  further  diagnostic  and  treatment  services  with  making  arrangements  for 
follow-up  care.  Further,  up  until  1986,  LHDs  were  the  only  providers  performing  EPSDT 
screening  services.  After  that  year,  although  policy  changes  were  made  to  allow  private  physicians 
to  apply  for  and  receive  certification  as  EPSDT  screeners,  only  50  more  providers  were  added  to 
the  base. 

Like  many  other  states,  the  Department  of  Social  Services'  role  in  implementing  EPSDT  (aside 
from  a  funding  role)  has  been  limited  to  informing  families  about  the  program  when  they  are 
applying  for  welfare  programs  and  to  routinely  generating  letters  to  all  families  reminding  them  of 
the  value  of  preventive  care  and  urging  them  to  contact  their  LHD  for  an  EPSDT  exam. 

Employing  this  model,  Michigan  has  experienced  limited  success  in  delivering  well-child  care 
through  EPSDT  to  its  children.  In  1989,  48  percent  of  Medicaid-eligible  children  received  an 
EPSDT  screen.  Three  years  later,  in  1992,  this  screening  rate  had  dropped  to  just  24  percent.  To 
reverse  this  trend,  Michigan  officials  have  implemented  a  number  of  important  policies.  These  are 
summarized  below. 


B.       Summary  of  State  Responses  to  OBRA-89 

Interestingly,  Michigan  did  not  specifically  utilize  authority  granted  by  OBRA-89  to  make  its  most 
significant  changes  to  EPSDT.  Rather,  embracing  the  spirit  of  the  law  and  its  goal  to  enhance 
access  and  quality  under  the  program,  Michigan  implemented  two  major  policy  initiatives: 

■  In  September  1990,  the  state  implemented  a  two-tiered  EPSDT  program  whereby 
examinations  performed  by  DPH-certified  providers  (including  LHDs  and  roughly 
50  private  physicians)  were  classified  as  "comprehensive"  screens,  while  all 
preventive  well-child  exams  provided  by  other  Medicaid-enrolled  physicians  were 
reclassified  as  "basic"  EPSDT  screens.  (Prior  to  this  change,  all  physician  rendered 
well-child  care  was  buried  in  the  state's  "shadow"  EPSDT  program.) 

■  In  April  1993,  Michigan  modified  all  of  its  contracts  with  HMOs  (with  which 
nearly  one-third  of  the  state's  Medicaid  children  are  enrolled)  to  require  them  to 
perform  EPSDT  screens  for  all  children  and  explicitly  identified  both  basic  practice 
guidelines  and  performance  targets  in  the  new  contract  language.  (Prior  to  this 
change.  Medicaid  officials  simply  assumed  that  managed  care  providers  were 
providing  preventive  care  to  enrollees  and  did  not  enforce  any  rules  regarding  the 
content  and/or  timing  of  such  care.) 
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In  contrast,  the  impact  of  OBRA-89's  individual  provisions  on  who  may  provide  screens,  the 
frequency  with  which  screens  may  be  reimbursed,  the  content  of  screening  examinations,  and 
coverage  of  optional  services  has  been  somewhat  limited,  as  indicated  below: 

■  Who  may  provide  screens:  Michigan  did  not  create  a  new  "partial  screen"  category 
to  accommodate  providers  who  could  perform  hmited  pieces  of  the  comprehensive 
EPSDT  exam.  (Rather,  as  described  above,  the  state  reinterpreted  this  statutory 
language  to  justify  its  creation  of  a  second  tier  of  physician-rendered  "basic" 
EPSDT  screens  as  a  reflection  of  the  mainstream  care  that  privately  insured  children 
receive.) 

■  The  frequency  of  screens:  In  response  to  OBRA-89,  Michigan  did  expand  its 
periodicity  schedule  to  reflect  the  recommendations  of  the  American  Academy  of 
Pediatrics;  effective  September  1990,  the  schedule  was  updated  to  include  a  total  of 
20  (rather  than  12)  EPSDT  screens  throughout  the  childhood  and  adolescent  period. 

■  The  content  of  screening  examinations:  Enhanced  policies  regarding  blood  lead 
screening  were  not  adopted  in  Michigan  until  early  1993  and,  in  fact,  full  imple- 
mentation of  these  policies  did  not  occur  until  later  that  year. 

■  Coverage  of  optional  services:  While  acmally  designed  prior  to  OBRA-89,  the 
Infant  Support  Services  program  was  implemented  in  February  1993  and  represents 
a  significant  expansion  of  support  and  developmental  services  for  high-risk 
newborns.  Beyond  this  addition,  Michigan  did  not  expand  its  coverage  of  optional 
services  for  children  in  response  to  OBRA-89. 


C.       Overall  Strengths  and  Weaknesses  of  the  Program 

In  many  ways,  the  Michigan  EPSDT  program  can  be  considered  a  model  nationally,  for  it  possesses 
many  strengths.  At  the  same  time,  however,  significant  weaknesses  common  to  many  state 
programs  have  undermined  the  program's  ability  to  provide  continuous  preventive  care  to  its 
children.  Highlighted  below  are  several  of  the  key  program  strengths  and  weaknesses  identified 
during  the  evaluation  site  visit. 

■  Access  to  EPSDT  services.  Michigan  has  been  a  leader  in  expanding  income 
eligibility  criteria  for  both  children  and  pregnant  women.  As  a  result,  the 
population  that  has  been  made  eligible  for  EPSDT  has  increased  significantly. 
Ironically,  this  expansion  in  eligibility  has  been  one  key  factor  fueling  an  overall 
dramatic  decrease  in  EPSDT  participation  rates;  while  total  screens  performed,  in 
aggregate,  have  increased  since  1989,  the  rate  of  increase  has  not  kept  pace  with 
growth  in  the  number  of  children  who  are  eligible  for  screening  services. 

■  Outreach.  Michigan  is  among  the  minority  of  states  that,  until  recently,  has  placed 
primary  responsibility  for  EPSDT  outreach  within  the  purview  of  state  and  local 
health  departments.  At  the  local  level,  the  advocacy  role  that  nurse  and  lay 
outreach  staff  take  on  behalf  of  children~to  enroll  them  into  care,  educate  their 
parents  on  the  importance  of  prevention,  and  to  follow  up  to  ensure  that  needed 
treatment  is  received~is  a  clear  strength  of  the  program.  However,  insufficient 
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resources,  both  fiscal  and  human,  have  continuously  undermined  public  health 
agencies'  ability  to  successfully  reach  all  children.  In  particular,  state  and  local 
officials  believe  that  the  necessity  of  having  to  rely  on  mail  and  telephone  outreach, 
rather  than  more  intensive  home  visiting,  undermines  their  ability  to  bring  more 
children  in  for  screens.  Importantly,  the  state  has  recently  begun  to  target  outreach 
monies  to  private-sector  providers,  but  it  remains  to  be  seen  whether  individual 
physicians  in  HMOs  can  effectively  assume  an  outreach  role. 

■        Providers.  Until  late- 1990,  the  base  of  providers  participating  in  EPSDT  was 

extremely  small:  50  local  health  departments  and  approximately  50  state-certified 
physicians  in  private  practice.  This  supply  problem  certainly  has  contributed  to  the 
state's  low  (and  recently  decreasing)  rate  of  children  who  receive  at  least  one  screen 
each  year.  As  described  above,  Michigan's  primary  strategy  for  broadening  the 
base  of  providers  participating  in  EPSDT  was,  essentially,  a  change  in  semantics. 
By  reclassifying  all  physician-provided  well-child  care  as  "basic"  EPSDT  screens, 
Michigan  eliminated  its  "shadow"  program  and  incorporated  all  physicians  into  the 
program  in  one  fell  swoop.  The  impact  and  implications  of  this  change  should  be 
studied  carefully  in  future  years,  as  described  below. 


D.       Issues  for  the  Future 

Overall,  Michigan  Medicaid  and  public  health  policies  have  consistently  indicated  that  a  high 
priority  is  placed  on  improving  and  maintaining  the  health  of  children.  Already  generous  Medicaid 
eligibility  thresholds  were  expanded  significantly  beginning  in  the  late-1980s  and,  since  that  time, 
the  state  has  continued  to  design  and  implement  innovative  programs  to  enhance  the  content  and 
quality  of  care  (e.g..  Infant  Support  Services).  However,  most  recently,  Michigan  has  instimted 
two  new  policies  that  hold  significant  implications  for  children's  access  to  preventive  services  and 
that  should  be  monitored  carefully  in  years  to  come. 

■  First,  state  officials  acknowledged  the  need  to  track  the  impacts  of  its  new  policy 
allowing  "basic,"  as  well  as  "comprehensive"  EPSDT  exams.  At  the  time  of  the 
evaluation  site  visit,  both  Medicaid  and  public  health  officials  were  quite  confident 
that  preventive  care  rendered  in  private  physicians'  offices  was  of  consistent  high 
quality  and  reflective  of  "mainstream"  medical  care.  However,  given  acknowledged 
differences  in  length,  content,  and  namre  of  screens  provided  by  physicians  versus 
those  provided  by  nurses  and  other  ancillary  staff  in  LHDs,  the  state  must  monitor 
whether  "basic"  EPSDT  exams  are  sufficiently  rigorous  to  meet  the  needs  of  low- 
income  and  disadvantaged  children. 

■  Second,  Michigan's  move  to  require  all  HMO  providers  to  perform  EPSDT  screens 
and  to  incorporate  performance  targets  into  HMO  contracts  is  laudable.  In  concert 
with  this  policy,  however.  Medicaid  also  diverted  a  portion  of  its  outreach  budget 
from  DPH  to  HMOs  (to  permit  them  to  conduct  outreach  activities)  and  began 
prohibiting  reimbursement  to  LHDs  for  EPSDT  screens  performed  on  children 
enrolled  with  HMOs.  While  the  reasoning  behind  these  changes  is  sound,  state 
officials  described  the  need  to  carefully  monitor  several  issues,  including  whether 
HMOs  are  able  to  conduct  effective  EPSDT  outreach,  whether  HMOs  conduct 
screens  as  frequently  and  of  comparable  quality  to  those  provided  in  other  settings, 
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and  whether  clients,  confused  by  the  transition  to  managed  care,  lose  access  to 
EPSDT  services  by  virtue  of  Medicaid's  discontinuance  of  payment  to  LHDs  for 
screenings  of  HMO-enrolled  children. 

The  impact  of  these  policy  changes-specifically,  whether  EPSDT  participation  will  increase  as  a 
result  of  the  private  sector's  new  involvement  in  the  program,  and  whether  private-  and  pub- 
lic-sector providers  will  be  able  to  successfully  work  together  to  increase  EPSDT  participation-will 
become  clearer  in  the  coming  years. 
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Chapter  IV:  Tennessee 


Health  Systems  Research,  Inc. 


I.  Introduction 

This  chapter  presents  a  case  study  and  process  analysis  of  the  Early  and  Periodic  Screening, 
Diagnostic,  and  Treatment  (EPSDT)  program  in  the  State  of  Tennessee.  The  discussion  and 
analysis  are  based  on  the  findings  of  a  site  visit  to  the  state  by  a  two-person  consulting  team  during 
the  week  of  April  5,  1993. 

During  the  five-day  site  visit,  the  team  met  with  a  broad  range  of  public  program  officials  and 
EPSDT  service  providers.  Forming  the  core  of  die  interviews  were  meetings  with  various  state 
officials  representing  a  broad  range  of  state  agencies,  including  the  Tennessee  Departments  of 
Health,  Human  Services,  Education,  and  Finance  and  Administration. 

In  addition  to  meeting  with  state  officials,  the  site  visit  was  also  designed  to  expose  the  research 
team  to  a  variety  of  local-level  service  delivery  systems.  Therefore,  visits  and  interviews  were 
conducted  in  several  cities  and  towns  across  the  state,  including  large  urban  centers,  medium-sized 
towns,  and  rural  communities.  These  included:  Nashville/Davidson  County  and  Memphis/Shelby 
County,  the  two  largest  population  centers  in  the  state;  Perry  County,  a  small  rural  jurisdiction  in 
central  Tennessee;  and  Tipton  County,  a  rural,  increasingly  populous  county  in  west  Tennessee  that 
borders  Shelby  County  on  the  south  and  the  State  of  Arkansas  on  the  west.  During  these  visits,  the 
team  met  with  numerous  local-level  program  officials  and  providers.  Specifically,  in  Nashville, 
meetings  were  conducted  with  representatives  of  the  Nashville/Davidson  County  Health  Department 
and  included  a  tour  of  a  housing  project-based  health  clinic.  In  Memphis,  meetings  were  conducted 
with  the  Memphis/Shelby  County  Departments  of  Health  and  Human  Services,  a  school-based 
health  center  providing  adolescents  with  EPSDT  services,  and  a  two-physician  private  pediatric 
practice  serving  low-income  families  in  the  area.  Finally,  in  both  Perry  and  Tipton  counties, 
meetings  were  held  with  representatives  of  the  County  Depanments  of  Health  and  Human  Services, 
as  well  as  with  private  physicians.  (Please  refer  to  Appendix  A  in  Volume  I  for  the  complete  site 
visit  agenda.) 


II.       Background  on  the  State  of  Tennessee 

To  provide  a  context  for  understanding  Tennessee's  EPSDT  program,  this  section  is  devoted  to  a 
discussion  of  relevant  background  information.  Five  areas  are  discussed:  general  characteristics  of 
the  State  of  Tennessee  and  its  population;  an  overview  of  the  state's  Medicaid  and  EPSDT 
programs,  including  a  summary  of  recipient  and  expenditure  growth  over  the  study  period;  recent 
activities  in  Tennessee  to  improve  access  to,  and  the  quality  of,  maternal  and  child  health  services 
under  Medicaid;  an  overview  of  the  state  agencies  that  administer  and  participate  in  EPSDT 
operations;  and  a  discussion  of  the  nature  of  state  and  local  intergovernmental  relationships  within 
Tennessee  and  between  state  and  local  agencies  involved  with  EPSDT. 


A.       The  State  of  Tennessee 

Tennessee,  located  in  the  upper  southeastern  United  States,  possesses  a  geographic  diversity  which 
has  created  a  variety  of  economic,  social,  and  cultural  patterns  within  the  state.  While  the  eastern 
part  of  the  state  is  known  for  its  mountain  tradition,  the  Bluegrass  area  of  middle  Tennessee  is  a 
balanced  agricultural  and  commercial  region,  and  the  west  has  an  economy  based  largely  on  cotton 
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and  the  Mississippi  River,  with  closer  ties  to  the  Deep  South  (Encyclopedia  Britannica,  1993). 
Much  of  the  state's  4.9  million  residents-approximately  40  percent-live  in  rural  areas.  The 
remaining  Tennesseans  live  in  more  urban  settings,  with  the  heaviest  concentrations  in  Memphis, 
Nashville,  Knoxville,  and  Chattanooga  (U.S.  Bureau  of  the  Census,  1990).  Manufacturing 
(chemicals,  foods,  aluminum,  rubber  products,  nylon,  and  whiskey)  dominates  the  state's  economy,, 
accounting  for  approximately  one-third  of  the  total  state  product.  Tourism  is  also  an  important 
industry  due  to  tht  state's  scenery,  parks,  abundance  of  historic  sites,  and  music  and  entertairmient 
facilities.  Agricultural  production  is  focused  mainly  on  soybeans,  tobacco,  cotton,  com,  and  small 
grains,  but  livestock  nearly  equals  crops  in  terms  of  cash  receipts  (Encyclopedia  Britannica,  1993). 

Of  the  4.9  million  state  residents,  83  percent  are  white,  16  percent  are  African  American,  and  less 
than  one  percent  are  of  Asian  ethnicity.  A  significant  portion  of  Tennesseans- 17  percent-live 
below  the  federal  poverty  level  (U.S.  Bureau  of  the  Census,  1990).  In  1992,  approximately  16 
percent  of  the  state's  population  received  services  paid  for  by  the  Medicaid  program  (Health  Care 
Financing  Administration  [HCFA],  1993;  U.S.  Bureau  of  the  Census,  1990). 

Nearly  700,000  Tennesseans  lacked  health  insurance  in  1992,  representing  roughly  14  percent  of 
the  state's  population.  Of  these,  129,000  children-or  12  percent  of  all  children-were  uninsured  in 
the  same  year  (Employee  Benefits  Research  Institute,  1993).  As  discussed  in  detail  below, 
Tennessee  has  in  recent  years  undertaken  a  variety  of  efforts  to  address  this  problem,  in  particular 
by  expanding  Medicaid  coverage  of  low-income  pregnant  women  and  children. 


B.       Overview  of  the  Medicaid  and  EPSDT  Programs 

Medicaid  recipients  in  Tennessee  grew  rapidly  during  the  period  being  studied  under  this 
evaluation.  According  to  analyses  conducted  by  SysteMetrics  on  the  state's  Tape-to-Tape  files  and 
illustrated  in  Table  IV-1  below.  Medicaid  recipients'*  increased  by  43  percent,  from  515,800  to 
736,900,  between  1989  and  1992.  Expenditures  during  this  period  rose  even  more  rapidly.  In 
1989,  just  under  $1  billion  was  spent  on  services  for  Medicaid  recipients.  In  1992,  that  figure  rose 
more  than  75  percent  to  $1.8  billion. 


To  ensure  consistency  across  the  various  reports  produced  under  this  project,  all  data  describing  the 
Medicaid  population  were  drawn  from  SysteMetrics'  analyses  of  the  Tape-to-Tape  data  files.  Please 
note  that,  in  accordance  with  SysteMetrics'  definition  of  the  analysis  population,  the  data  presented  in 
this  report  exclude  persons  enrolled  in  capitated  plans,  residing  in  institutions  (nursing  homes, 
intermediate  care  facilities  for  the  menully  retarded,  and  inpatient  psychiatric  facilities),  and 
possessing  dual  Medicare  and  Medicaid  coverage.  (More  detailed  information  on  the  data  sources  and 
methods  used  by  SysteMetrics  for  their  analyses  is  presented  in  their  Year  1  report.  The  Use  of  EPSDT 
and  Other  Health  Care  Services  by  Medicaid  Children,  1989.) 


126 


Health  Systems  Research,  In 


Table  IV-1. 

TOTAL  MEDICAID  RECIPIENTS  AND  EXPENDITURES,  TEN^SSEE, 

CALENDAR  \TARS  1989 

AND  1992. 

1989 

1992 

Percent  Change 
1989-1992 

Total  Medicaid  Recipients 

515,762 

736,859 

42.9% 

Total  Medicaid  Expenditures 
(in  $  1,000s) 

$998,646 

$1,772,569 

77.5% 

Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


In  both  Study  years.  Medicaid  recipients  under  age  21  in  Tennessee  accounted  for  approximately 
half  of  the  total  Medicaid  population~48  percent  in  1989  and  51  percent  in  1992.  As  shown  in 
Table  IV-2  below,  the  largest  group  of  child  recipients  in  both  study  years  was  eligible  for 
Medicaid  through  the  Aid  to  Families  with  Dependent  Children  (AFDC)  program-55  percent  in 
1989  and  45  percent  in  1992.  In  1989,  the  Medically  Needy/Other  Non-cash  and  Poverty-related 
groups  each  made  up  approximately  20  percent  of  the  total  child  recipients  on  Medicaid.  In  1992, 
however,  after  several  significant  Medicaid  eligibility  expansions  for  children  (discussed  below  in 
Section  II,  C)  the  poveny-related  group  grew  to  30  percent  of  the  total,  nearly  double  the  Medically 
Needy/Other  Non-cash  group  which  made  up  15  percent  of  total  child  recipients  during  that  year. 
In  both  years,  the  Blind/Disabled  and  Foster  Care  children  made  up  the  smallest  proportions  of  the 
five  categories.'' 


For  their  analyses,  SysteMetrics  assigned  children  under  age  21  to  the  Medicaid  eligibility  group  under 
which  they  were  covered  for  the  greatest  number  of  months  during  the  study  year.  The  five  eligibility 
categories  used  by  SysteMetrics  were;  (1)  SSI  disabled,  which  includes  blind  and  disabled  Medicaid 
children,  regardless  of  cash  assistance  status  or  family  income;  (2)  AFDC  cash  assistance  recipients, 
regardless  of  whether  they  qualify  as  children  or  adults;  (3)  foster  care  children,  which  includes  AFDC 
Title  IV-E  children  and  medically  needy  child  welfare  recipients;  (4)  enrollees  qualifying  as  children 
or  pregnant  women  (<21  years  of  age)  under  the  poverty-related  expansions;  and  (5)  medically  needy 
and  other  children  not  otherwise  classified,  including  so-called  Ribicoff  children. 
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Table  IV-2. 

CHILD  MEDICAID  RECIPIENTS  UNDER  21 

BY  ELIGIBILITY  CATEGORY,  TENNESSEE, 

CALENDAR  YEARS  1989  AND  1992. 

Eligibility  Category 

1989 

1992 

Number 

%  of  Total 
Children  on 
Medicaid 

Number 

%  of  Total 
Children  on 
Medicaid 

AFDC  Cash  Assistance 

137,527 

55.1% 

172,078 

45.4% 

Medically  Needy /Other 
Non-Cash  Recipients 

50,588 

20.3% 

59,023 

15.6% 

Poverty-Related 

47,543 

19.0% 

120,979 

31.9% 

SSI  Blind/Disabled 

10,094 

4.0% 

16,727 

4.4% 

Foster  Care 

3,855 

1.5% 

10,048 

2.7% 

TOTAL 

249,577 

100.0%* 

378,855 

100.0% 

♦Columns  may  not  sum  exactly  to  100.0%  due  to  rounding. 
Source:  SysteMetrics,  Analysis  of  Tape-to-Tape  data,  1994. 


Preventive  health  care  services  for  Medicaid-eligible  children  are  provided,  for  the  most  part, 
through  EPSDT.  However,  Tennessee's  success  rate  in  delivering  well-child  examinations  (or 
"screens")  through  EPSDT  has  traditionally  been  low.  According  to  data  reported  by  the  state  on 
HCFA  Form  420,  only  about  one-quarter~27  percent~of  Tennessee  children  received  an  EPSDT 
screen  in  Fiscal  Year  (FY)  1989  (HCFA,  1990).  By  FY  1992,  according  to  state-reported  data  on 
HCFA  Form  416,  this  screening  rate  had  dropped  to  24  percent  (HCFA,  1993a).  These  screening 
rates  vary  significantly  by  age,  however.  As  indicated  in  Table  IV-3,  younger  children  in 
Tennessee  are  much  more  likely  to  receive  an  EPSDT  screen  than  are  older  children  (97  percent  of 
children  under  age  one  versus  5  percent  for  children  between  the  ages  15  and  20  in  1992,  for 
example),  a  trend  also  seen  in  national  EPSDT  participation  rates.  For  all  age  groups  except 
infants,  however,  Tennessee  panicipation  rates  lagged  well  behind  national  averages. 
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L&me  1  vo. 

TENNESSEE-SPECIFIC  AND  NATIONAL  EPSDT  PARTICIPATION  RATES, 
BY  AGE,  FISCAL  YEARS  1989  AND  1992. 

Age 

EPSDT  Participation  Rate 

<1 

yr- 

1-5 
yrs. 

6-14 

yrs. 

15-20 
yrs.  n 

fotal 

Tennessee  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

27% 

National  FY  1989  Participation  Rate 

n/a 

n/a 

n/a 

n/a 

39% 

Tennessee  FY  1992  Participation  Rate 

97% 

28% 

10% 

5% 

24% 

National  FY  1992  Participation  Rate 

68% 

45% 

25% 

17  % 

36% 

n/a=not  applicable.  In  FY  1989,  HCFA  did  not  require  states  to  report  EPSDT  data  by  age. 
Sources:  HCFA  420,  FY  1989;  HCFA  416,  FY  1992. 


C.       Recent  Initiatives  to  Improve  Maternal  and  Child  Health 

Like  most  southern  states,  Tennessee  significantly  enhanced  its  Medicaid  program  during  the  late 
1980s  in  an  effort  to  improve  the  health  of  mothers  and  children.  These  efforts  may  be  divided  into 
three  categories:  expanding  income  eligibility  thresholds;  streamlining  the  Medicaid  eligibility 
process;  and  enhancing  the  content  and  quality  of  prenatal  care  services.  Tennessee's  efforts  in 
each  area  are  described  below. 


1 .        Expanding  Income  Eligibility  Thresholds 

In  July  1987,  Tennessee  became  one  of  the  first  states  to  take  advantage  of  the  optional  authority 
granted  by  the  Omnibus  Budget  Reconciliation  Act  of  1986  (OBRA-86)  by  raising  its  income 
eligibility  threshold  for  pregnant  women  and  infants  up  to  100  percent  of  the  federal  poverty  level 
(Hill,  1992).  (The  prior  upper  eligibility  threshold  for  these  populations  had  been  the  state's  AFDC 
Need  Standard,  which  was  set  at  45  percent  of  poverty  in  early  1987.)  Further  expansions  of 
Medicaid  coverage  for  pregnant  women  and  infants  were  also  enacted  in  January  1990  and  July 
1991,  when  the  upper  income  thresholds  were  raised  to  150  percent  and  185  percent  of  the  federal 
poverty  level,  respectively  (Hill,  1992).  As  illustrated  in  Table  IV-4  below,  in  the  study  years  1989 
and  1992,  Tennessee  covered  pregnant  women  and  infants  up  to  100  percent  and  185  percent  of  the 
federal  poverty  level,  respectively.  By  mid- 1993  at  the  time  of  the  site  visit,  approximately  50 
percent  of  Tennessee's  73,560  annual  births  were  being  financed  by  the  Medicaid  program 
(Tennessee  Department  of  Health,  1993). 

Medicaid  eligibility  expansions  in  Tennessee  during  the  late  1980s  and  early  1990s  were  not, 
however,  limited  to  pregnant  women  and  infants.  Using  optional  authorities  granted  under 
OBRA-86  and  OBRA-87,  the  state  also  expanded  coverage  for  older  children  to  the  maximum  level 
permitted  by  the  laws.  Specifically,  Tennessee  raised  income  thresholds  for  children  up  to  age  two 
to  100  percent  of  poverty  in  October  1987.  Poverty-level  coverage  was  further  extended  to 
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children  up  to  age  five  in  July  1988  (the  level  in  effect  during  1989,  the  first  study  year  of  this 
evaluation)  and  up  to  age  seven  in  January  1990.  In  April  1990,  the  state  conformed  with 
federally-mandated  expansions  of  eligibility  for  children  by  extending  coverage  to  children  under 
age  six  in  families  with  incomes  below  133  percent  of  poverty.   In  July  1991,  the  state  began 
covering  all  children  born  after  September  30,  1983  living  below  poverty.  Therefore,  during  most 
of  1992,  the  final  study  year,  Tennessee  covered  children  in  families  with  incomes  below  poverty  to 
age  nine  as  required  by  federal  law.  As  illustrated  in  Table  IV-4  below,  these  income  eligibility 
thresholds  were  significantly  higher  than  those  established  for  the  state's  AFDC  and  Medically 
Needy  programs. 


Table  IV-4. 

SELECTED  MEDICAID  INCOME  ELIGIBILITY  THRESHOLDS,  TENNESSEE, 

JULY  1989  AND  1992. 

1989 

1992 

Eligibility  Category 

Annualized 

Income 
Eligibility 
Threshold 

Percent  of 
Federal 
Poverty 
Levelt 

Annualized 

Income 
Eligibility 
Threshold 

Percent  of 
Federal 
Poverty 
Level+ 

AFDC 

$4,644* 

46.2% 

$5,112* 

44.2% 

Medically  Needy 

$3,000** 

29.8% 

$3,000** 

25.9% 

Poverty-Related  Groups 

Pregnant  Women  and  Infants 

$10,060 

100% 

$21,405 

185% 

Children  up  to  5  years 

$10,060 

100% 

n/a 

n/a 

Children  up  to  6  years 

n/a 

n/a 

$15,388 

133% 

Children  6-9  years 

n/a 

n/a 

$11,570 

100% 

t  The  1989  federal  poverty  level  for  a  family  of  tliree  was  $10,060. 

t  The  1992  federal  poverty  level  for  a  family  of  three  was  $11,570. 

*  This  figure  represents  the  state's  AFDC  Need  Standard  for  a  family  of  three. 

**  This  figure  represents  the  state's  Medically  Needy  Protected  Income  Level  for  a  family  of  three. 

n/a  =  not  applicable. 

Sources:  National  Governors'  Association,  MCH  Update,  July  1989,  July  1992;  HiU,  I.  The  Medicaid  Expansions  for 
Pregnant  Women  and  Children:  A  State  Program  Characteristics  Information  Database,  Health  Systems  Research,  Inc., 
1992. 
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2. 


Streamlining  the  Medicaid  Eligibility  Process 


To  complement  expansions  of  income  eligibility,  Tennessee  has  also  worked  to  improve  women's 
and  children's  access  to  coverage  by  simplifying  the  Medicaid  eligibility  process.  Various  strategies 
adopted  by  the  state  are  described  below. 

■  Dropping  the  assets  test.  Like  the  vast  majority  of  states,  Tennessee  dropped  the 
assets  test  from  its  Medicaid  application  for  pregnant  women  and  children  several 
years  ago.  Starting  in  March  1988  and,  thus,  in  effect  throughout  the  evaluation 
study  period,  pregnant  women  and  children  were  no  longer  subject  to  the  extensive 
resource  verification  process  that  is  normally  included  in  the  Medicaid  application 
process  (Hill,  1992). 

■  Providing  continuous  eligibility.  When  the  state  originally  established  poverty-level 
coverage  for  pregnant  women  and  infants  in  July  1987,  the  state  also  began 
providing  pregnant  women  with  continuous  eligibility  throughout  their  pregnancy 
and  a  60-day  postpartum  period,  regardless  of  fluctuations  in  income  (Hill,  1992). 
This  policy,  which  was  adopted  to  remove  the  risk  that  women's  coverage  might  be 
interrupted  due  to  normally-applied  eligibility  recertification  requirements,  was  in 
effect  during  both  study  years  1989  and  1992. 

■  Outstationing  eligibility  workers.  Also  in  July  1987,  Tennessee  began  facilitating 
applications  by  pregnant  women  and  children  by  placing  eligibility  workers  at 
hospitals  where  high  volumes  of  prenatal  care  and  delivery  services  were  provided. 
Tennessee  was  one  of  20  states  that  was  already  engaged  in  such  activity  when 
Congress  passed  OBRA-90  and  required  all  states  to  outpost  eligibility  workers  at 
Federally  Qualified  Health  Centers  and  hospitals  that  serve  a  disproportionate  share 
of  Medicaid  recipients  (Hill,  1992).  This  policy  was  in  effect  throughout  the  study 
period. 

■  Adopting  presumptive  eligibility.  Very  early  in  evaluation  study  period,  in 
February  1989,  Tennessee  adopted  presumptive  eligibility,  an  option  that  allows 
state-designated  providers  to  review  pregnant  women's  income  and  grant  immediate, 
temporary  Medicaid  coverage  to  those  who  are  eligible  based  on  a  preliminary 
assessment  (Hill,  1992).  Presumptive  eligibility,  which  is  granted  by  local  health 
department  and  Community  Health  Center  providers  in  Tennessee,  allows  women  to 
receive  Medicaid-financed  prenatal  care  while  their  formal  Medicaid  applications  are 
being  reviewed. 

3.        Enhancing  Services  for  Pregnant  Women 

In  addition  to  expanding  income  eligibility  limits  and  streamlining  the  Medicaid  eligibility  process, 
Tennessee  has  worked  to  enhance  the  content  and  quality  of  prenatal  care  provided  to  Medicaid- 
eligible  pregnant  women.  Taking  advantage  of  optional  authority  granted  by  the  Consolidated 
Omnibus  Budget  Reconciliation  Act  of  1985  (COBRA),  Tennessee  created  a  targeted  case 
management  program  called  "Project  HUG"  in  July  1989.  Patterned  closely  after  neighbor  North 
Carolina's  "Baby  Love  Maternity  Care  Coordination"  benefit.  Project  HUG  extends  risk  assessment 
and  care  coordination  services  to  all  Medicaid  mothers-to-be  during  their  pregnancy  and  a  60-day 
postpartum  period.  Under  the  program,  an  additional  payment  on  top  of  the  monthly  case 
management  fee  has  been  established  to  reimburse  providers,  mostly  public  health  nurses  and  social 
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workers,  for  performing  home  visits.  In  addition,  Project  HUG  is  also  somewhat  unique  in  that  the 
program  continues  to  provide  care  coordination  services  to  children  bom  to  Medicaid-eligible 
mothers  up  until  their  second  birthday,  whereas  most  states  discontinue  care  coordination  services 
when  mothers  lose  their  Medicaid  eligibility  on  their  60th  postpartum  day. 

D.       State  Agency  Roles  in  EPSDT 

Primary  responsibility  for  administration  and  operation  of  the  EPSDT  program  in  Tennessee  is 
shared  between  two  state  agencies:  the  Department  of  Health  (DOH)  and  the  Department  of  Human 
Services  (DHS).  Both  are  executive-level  agencies  whose  commissioners  are  appointed  by  and 
report  directly  to  the  Governor.  The  specific  responsibilities  of  these  agencies  are  discussed  below 
and  illustrated  in  Figure  IV-1. 

The  Department  of  Health  houses  two  bureaus  that  play  important  roles  in  EPSDT  administration. 
First,  the  Bureau  of  Medicaid  serves  as  the  state  Medicaid  agency  and,  in  this  role,  retains  overall 
responsibility  for  administering  EPSDT  by  setting  policy  on  all  aspects  of  the  program,  processing 
claims,  reimbursing  providers,  managing  data  systems,  and  meeting  federal  reporting  requirements. 
The  Medicaid  agency  is  also  responsible  for  certifying  providers  who  wish  to  render  EPSDT 
services  and  conducting  quality  control  audits  on  those  providers  participating  in  the  program. 
Second,  the  Bureau  of  Health  Services  contains  the  Office  of  Maternal  and  Child  Health  which 
oversees  all  EPSDT  outreach,  follow-up,  and  screening  activities  in  Tennessee's  six  metropolitan 
health  departments  and  89  rural  local  health  departments  under  an  interagency  agreement  with  the 
Bureau  of  Medicaid. 

The  Department  of  Human  Services  is  responsible  for  administering  a  range  of  welfare  programs, 
including  Aid  to  Families  with  Dependent  Children.  Food  Stamps,  Child  Protective  Services,  Foster 
Care,  and  General  Assistance.  In  addition,  DHS  is  responsible  for  conducting  the  Medicaid 
eligibility  process  through  its  95  local  offices  and,  within  this  function,  EPSDT  informing  activities. 
Specifically,  when  determining  which  individuals  are  eligible  for  Medicaid,  DHS  also  identifies 
families  with  children  eligible  for  EPSDT.  At  one  point  during  the  application  process,  DHS 
workers  are  required  by  federal  law  to  inform  families  with  children  of  the  benefits  of  the  EPSDT 
program  and  to  ask  them  if  they  are  interested  in  participating. 
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Figure  IV-1. 

ORGANIZATIONAL  RELATIONSHIPS  OF  TENNESSEE  STATE 
AGENCIES  WITH  RESPONSIBILITY  FOR  EPSDT. 
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E.       State-Local  Governance 


The  State  of  Tennessee  is  divided  into  95  counties,  six  of  which  are  classified  as  metropolitan  and 
89  of  which  are  rural.  Each  jurisdiction  has  at  least  one  local  health  department;  there  are  a  total  of 
approximately  120  local  health  department  sites  located  throughout  the  state.  Local  health 
departments  are  organized  under  a  regional  structure  which  divides  the  state  into  10  separate  public 
health  regions.'^  All  rural  county  health  department  staff  are  state  employees;  the  state  possesses 
direct  line  authority  over  the  operations  of  these  local  health  departments.  In  metropolitan  counties, 
however,  staff  are  employed  by  the  city/county  government  and,  as  a  result,  are  not  directly 
controlled  by  state  DOH  officials. 

Similarly,  the  Department  of  Human  Services  operates  at  least  one  local  DHS  office  in  each  of  the 
state's  95  local  jurisdictions.  In  this  case,  however,  all  local  DHS  employees,  in  both  metro  and 
rural  counties,  are  employees  of  the  state.  All  policies  and  program  functions  at  the  local  level  are 
therefore  directly  overseen  by  the  central  DHS  office  in  Nashville. 


in.      EPSDT  Program  Components  and  State  Responses  to  OBRA-89 

The  federal  Medicaid  statute  allows  states  significant  flexibility  in  designing  and  implementing  their 
EPSDT  programs.  As  a  result,  programs  across  the  country  vary  considerably  in  their  administra- 
tive and  operational  structures.  State  EPSDT  programs  are  also  complex  in  design  because  they  are 
often  administered  by  more  than  one  state  agency  and  render  services  through  a  broad  array  of 
public  and  private  provider  systems. 

This  section  of  the  report  provides  detailed  information  about  the  various  administrative  components 
of  Tennessee's  EPSDT  program.  Further,  it  describes  whether  these  components  were  altered  as  a 
result  of  provisions  contained  in  OBRA-89  and,  if  so,  how.  Six  major  program  components  are 
discussed,  including: 

■  Informing  and  outreach; 

■  Provider  participation; 

■  The  EPSDT  screen; 

■  Diagnostic  and  treatment  services; 

■  Special  initiatives  to  enhance  service  delivery  and  integration;  and 

■  Data  reporting  on  the  HCFA-416. 


In  1991,  Tennessee  created  a  new  governmental  entity,  the  Community  Health  Agency  (CHA).  In  this 
case,  twelve  separate  CHAs  were  established,  one  each  for  eight  rural  and  four  urban  regions.  (The 
12  CHA  regions  do  not  coincide  with  the  state's  10  public  health  regions.)  These  agencies,  whose 
board  members  are  appointed  by  the  Governor  and  whose  roles  and  responsibilities  were  still  evolving 
at  the  time  of  the  evaluation  site  visit,  were  created  with  the  goals  of  fostering  public/private 
partnership,  decentralizing  state  authority,  and  increasing  local  input  into  health  policy  and  program 
development.  Importantly,  CHAs  do  not  appear  to  play  a  direct  role  in  EPSDT  operations  at  this 
time. 
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A.       Informing  and  Outreach 


The  Medicaid  statute  requires  that  all  families  be  informed  of  the  availability  of  EPSDT  benefits  as 
they  become  eligible  for  Medicaid.  While  all  states  must  fulfill  this  informing  requirement,  the 
statute  provides  them  with  considerable  flexibility  in  designing  the  processes  through  which  families 
are  told  about  EPSDT  and/or  linked  to  its  services.  In  Tennessee,  because  local  public  health  and 
welfare  agencies  are  state-governed,  informing  and  outreach  procedures  are  relatively  consistent 
firom  county  to  county.  However,  as  will  be  described  below,  local  jurisdictions  commonly  tailor 
their  outreach  and  informing  strategies  to  fit  the  needs  of  their  communities. 


1 .        The  Informing  and  Outreach  Process 

As  mentioned  above  in  Section  II  of  this  report,  responsibility  for  EPSDT  informing  and  outreach 
activities  is  shared  by  two  agencies-the  Department  of  Human  Services  and  the  Department  of 
Health-and,  within  DOH,  two  Bureaus--the  Bureau  of  Medicaid  and  the  Bureau  of  Health  Services. 
This  collaborative  approach  to  program  administration  has  been  in  place  since  the  inception  of  the 
state's  EPSDT  program.  The  respective  roles  of  the  various  state  agencies  in  carrying  out  EPSDT 
outreach  and  informing  are  elaborated  upon  below. 

Initial  client  informing  regarding  the  EPSDT  program  occurs  in  local  DHS  offices  during  the 
Medicaid  eligibility  determination  process.  During  the  application  interview,  DHS  workers  explain 
to  mothers  with  children  that,  if  their  children  are  found  to  be  eligible,  they  will  be  entitled  to 
receive  free  health  examinations,  including  immunizations,  through  EPSDT.  They  are  also  given  a 
brochure  describing  the  program  and  its  benefits  and  are  told  that  their  local  health  department  will 
contact  them  in  the  future  to  arrange  an  appointment  for  an  EPSDT  screen.  Finally,  families  are 
informed  that  transponation  assistance,  either  from  DHS  or  their  local  health  department,  may  be 
available  if  they  do  not  have  a  means  to  get  to  an  EPSDT  provider.  Scant  details  are  provided 
regarding  how  or  when  to  specifically  ask  for  transportation  assistance,  however. 

Importantly,  families  in  Tennessee  are  never  asked  whether  they  are  interested  in  receiving  EPSDT 
services;  therefore,  declining  to  participate  is  not  an  option  per  se.  Rather,  the  state  considers  all 
Medicaid  eligible  children  as  eligible  for  EPSDT,  not  simply  those  who  say  during  eligibility 
determination  that  they  want  to  participate.  As  is  common  in  most  states,  the  time  spent  discussing 
EPSDT  with  applicants  is  quite  short,  representing  a  very  small  part  of  the  overall  application 
process. 

Each  month,  DHS  transmits  to  the  Bureau  of  Medicaid  via  tape  a  file  of  all  children  under  age  21 
who  are  found  to  be  eligible  for  Medicaid.  With  this  information.  Medicaid  (through  its  fiscal 
agent)  then  sends  a  computer-generated  letter  to  each  family  informing  them,  once  again,  that  they 
are  eligible  for  preventive  examinations  under  EPSDT. 

Medicaid  also  forwards  to  each  local  health  department  several  monthly  outreach  reports  that  list  all 
children  in  that  county  who  are  eligible  for  EPSDT.  The  outreach  reports  group  these  children  into 
four  categories: 

■  New  eligibles; 

■  Eligibles  due  for  a  rescreening; 
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■  Eligibles  for  whom  a  treatment  intervention  is  pending;  and 

■  Nonparticipating  eligibles. 

Using  these  reports,  all  local  health  departments  are  required  to  make  at  least  one  contact  with 
individuals  listed  on  each  report  within  60  days  of  the  date  of  eligibility  determination  or  the  screen 
due  date.  While  both  the  Department  of  Health's  EPSDT  Outreach  Manual  and  the  Interagency 
Agreement  between  the  Bureau  of  Medicaid  and  the  Bureau  of  Health  Services  say  that  outreach 
contacts  can  be  made  by  letter,  telephone,  or  home  visit,  state  and  local  officials  generally  report  an 
almost  uniform  reliance  on  letter-based  outreach.  Phone  contacts  are  normally  reserved  only  for 
setting  up  an  appointment  for  a  child  referred  for  treatment,  or  for  following  up  with  a  family  if 
they  missed  an  appointment  for  a  service.  (As  will  be  discussed  in  the  next  section  of  this  chapter, 
only  a  very  small  number  of  counties  have  revised  this  outreach  approach  and  developed  more 
intensive,  home  visiting-based  interventions.) 

All  counties  retain  the  flexibility  to  develop  their  own  outreach  letters;  however,  such  notices 
typically  inform  families  that  they  are  eligible  to  obtain  a  free  health  exam  for  their  children,  stress 
the  importance  of  preventive  care  such  as  immunizations,  and  invite  parents  to  call  either  their 
doctor  or  the  local  health  department  to  schedule  an  appointment.  (In  the  case  of  a  "treatment 
pending"  client,  the  letters  inquire  whether  or  not  the  child  received  the  service(s)  they  were 
referred  for  and  offer  to  help  link  families  with  appropriate  treatment  providers  if  they  have  not 
been  able  to  obtain  care.)  Most  LHDs  have  developed  modified  versions  of  these  letters  to  use 
when  making  a  second  or  even  a  third  attempt  to  contact  a  family.  Typically,  these  follow-up 
letters  are  sent  when  20  days  have  passed  without  a  response  and  contain  stronger  language  in  an 
attempt  to  more  forcefully  urge  families  to  schedule  an  appointment  for  an  EPSDT  exam. 

All  activities  by  LHD  outreach  staff,  who  are  typically  clerical  workers,  are  recorded  on  an  EPSDT 
Outreach  Transaction  Report.  This  report,  submitted  monthly  to  Medicaid,  indicates  the  type  and 
date  of  each  contact  made  with  an  eligible  child  and  notes  the  stams  of  the  case  at  the  end  of  the 
month  (i.e.,  whether  an  appointment  was  made,  a  service  was  rendered,  the  client  lost  eligibility, 
no  forwarding  address  was  available,  and/or  whether  the  client  "refused  services,"  which  can 
represent  either  a  direct  refusal  by  a  family  or  simply  no  response  to  the  outreach  contact.) 

When  families  do  call  in  for  an  appointment,  outreach  staff  discuss  with  them  whether  they  would 
like  to  come  to  the  LHD  for  their  screen,  or  whether  they  would  prefer  to  go  to  a  private  physician 
or  other  provider.  (To  facilitate  such  referrals,  the  Medicaid  agency  provides  LHDs  with  a  list  of 
providers  in  their  county  that  participate  in  EPSDT.)  In  addition,  staff  are  required  to  ask  families 
if  they  need  transportation  assistance  to  their  providers'  offices;  all  counties  have  a  written  plan  for 
providing  transportation  and  utilize  a  range  of  volunteer  and/or  contt-act  tt-ansportation  providers. 

Outreach  activities  conducted  by  LHDs  are  financed  by  the  state  Bureau  of  Medicaid  and  are 
matched  with  federal  dollars  at  the  50  percent  federal  administrative  matching  rate.  Each  year,  the 
Medicaid  and  Health  Services  Bureaus  sign  an  interagency  agreement  that  identifies  the  amount  of 
monies  set  aside  for  outi-each  (for  state  FY  1992,  this  amount  was  $2.6  million),  and  LHDs  are 
required  to  submit  data  to  the  Medicaid  agency  each  month  reflecting  costs  associated  with 
performing  outreach  in  order  to  draw  down  Medicaid  funds. 
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2.        Efforts  to  Enhance  the  Informing  and  Outreach  Process 

The  Omnibus  Budget  Reconciliation  Act  of  1989  did  not  contain  any  specific  provisions  directing 
states  to  alter  the  way  they  conduct  informing  and  outreach  activities.  The  law  did,  however,  raise 
the  visibihty  of  the  importance  of  effective  outreach  by  requiring  the  federal  government  to 
establish  annual  participation  goals  for  EPSDT.  According  to  these  goals,  all  states  are  being  asked 
to  reach  80  percent  participation  by  1995.  As  reported  in  Section  n  of  this  chapter,  Tennessee's 
EPSDT  participation  rate  stood  at  just  24  percent  in  FY  1992. 

Despite  the  new  participation  goals  set  by  HCFA,  Tennessee  has  not  implemented  any  significant 
changes  in  its  public  health  outreach  process  since  OBRA-89.  For  example,  the  state  has  not 
created  a  public  information  or  media  campaign  promoting  either  EPSDT  specifically  or  families' 
use  of  preventive  care  generally.  However,  Tennessee  has  adopted  two  limited  strategies  to 
enhance  outreach  effectiveness.  Specifically,  the  state  has: 

■  Adopted  a  more  user-friendly  name  for  the  program.  Based  on  input  from  the 
state's  ongoing,  interagency  EPSDT  Advisory  Committee,  the  EPSDT  program  was 
officially  renamed  "Check-Ups  for  Children  and  Teens"  in  1990.  Unfortunately, 
however,  state  and  local  officials  are  unanimous  in  their  thinking  that  the  new 
acronym  for  the  program~CUFCAT-is  just  as  foreign  and  confusing  to  clients  as 
the  original-EPSDT. 

■  In  some  counties,  developed  more  colorful  and  attractive  outreach  letters.  In  the 
last  few  years,  a  large  number  of  counties  (including  Perry  County  and  Mem- 
phis/Shelby County)  have  redesigned  their  outreach  letters  to  make  them  more 
appealing  to  clients  and  less  "bureaucratic."  By  using  colored  paper  and  graphics, 
these  letters  appear  to  be  generating  a  slightly  better  response  rate  by  families,  in 
the  opinion  of  local  outreach  staff.  No  data  were  available,  however,  to  substantiate 
these  beliefs. 

Within  the  Department  of  Human  Services,  two  changes  have  recently  occurred  that  have  had  a 
direct  and  potentially  positive  impact  on  the  informing  process.  These  include: 

■  Creation  of  an  informational  video.  Beginning  in  1992,  DHS  placed  video 
playback  equipment  in  each  of  its  local  offices  and  instructed  staff  to  utilize  a  new 
12-minute  video  to  introduce  persons  applying  for  assistance  to  the  various 
programs  available  through  the  Department.  The  video,  very  attractive,  upbeat,  and 
professionally  done,  includes  a  discussion  of  the  importance  and  availability  of 
EPSDT.  While  DHS  officials  are  quite  pleased  in  knowing  that  every  family  now 
hears  a  uniform,  positive  message  about  the  program,  they  admit  that  the  brief 
treatment  it  receives  on  the  video  (only  30  seconds  are  devoted  to  EPSDT)  is  not 
likely  to  make  a  large  impact  on  the  viewing  audience. 

■  Implementation  of  a  computerized,  on-line  eligibility  system.  The  department 
began  phasing  in  implementation  of  a  computerized,  on-line  eligibility  system  in 
January  1991.  By  April  1992,  the  new  system  was  in  place  statewide.  By 
automating  the  intake  process,  public  program  applicants  are  now  spared  the 
necessity  of  having  to  complete  numerous  forms  by  hand  and,  instead,  can  complete 
the  entire  process  in  30  to  40  minutes  simply  by  answering  questions  posed  by  an 
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eligibility  specialist  equipped  with  a  computer  station.  Human  services  officials 
report  that  applicants  have  responded  quite  well  to  the  new  system  and  hope  that,  as 
a  result  of  the  simplified  approach,  they  are  better  able  to  hear  and  absorb  the 
information  that  is  shared  with  them  during  the  interview.  One  screen  on  the 
automated  system  prompts  the  worker  to  discuss  EPSDT  if  the  parent  has  a  child 
under  age  21. 


B.       Provider  Participation 

The  "equal  access"  provision  of  OBRA-89  has  stimulated  efforts  in  many  states  to  improve  the 
availability  of  Medicaid  providers.  This  provision  required  states  to  annually  demonstrate  to  HCFA 
that  the  fees  they  pay  to  obstetric  and  pediatric  providers  are  sufficient  to  enroll  enough  providers 
so  that  Medicaid  recipients  have  access  to  services  to  at  least  the  same  extent  as  the  general 
population. 

According  to  data  presented  in  Tennessee's  1993  "equal  access"  plan  amendment,  65  percent  of  the 
licensed  physician  pediatric  providers  in  the  state  are  Medicaid  participants.  Therefore,  the  state 
has  demonstrated  that  equal  access  exists  according  to  HCFA's  definition  (at  least  50  percent 
participation).  This  plan  amendment  was  approved  by  HCFA  in  March  1993. 

While  OBRA-89's  "equal  access"  provision  addressed  the  issues  of  pediatric  and  obstetrical 
provider  participation  in  Medicaid,  the  law  did  not  directly  address  the  issue  of  physician  and  other 
provider  enrollment  in  £P5Dr  programs.  In  this  section  of  the  chapter,  the  basis  for  provider 
participation  specifically  in  EPSDT  will  be  discussed,  as  will  recent  efforts  by  Tennessee  officials  to 
broaden  the  base  of  providers  rendering  EPSDT  screening  services. 


1.        Provider  Panicipation  in  EPSDT 

Like  many  southern  states,  Tennessee  possesses  a  fairly  extensive  local  public  health  infrastructure 
that  has  traditionally  played  a  very  active  role  in  rendering  preventive  and,  in  certain  locales, 
primary  care  services  to  low-income  populations.  Unlike  many  of  its  neighbors,  the  state  has  also 
enjoyed  a  relatively  positive  and  supportive  relationship  with  private  physicians.  According  to  state 
officials,  health  care  delivery  systems  in  Tennessee  have  always  been  "a  public/private  partnership," 
with  local  health  departments  serving  as  "providers  of  last  resort"  and  priority  emphasis  given  to 
placing  children  and  families  in  the  care  of  a  private  physician. 

This  collaborative  relationship  is  reflected  in  the  composition  of  the  EPSDT  provider  pool.  In  FY 
1993,  there  were  690  providers  enrolled  in  EPSDT.  Of  these,  120  were  local  health  departments 
with  the  vast  majority  of  the  remainder  made  up  of  private  physicians.  However,  even  though 
private  physicians  make  up  approximately  80  percent  of  the  EPSDT  provider  pool,  state  officials 
report  that  more  than  50  percent  of  EPSDT  screens  are  performed  by  LHDs. 

EPSDT  screening  services  may  be  rendered  by  physicians,  physician  assistants,  nurse  practitioners, 
nurse  clinicians,  and  registered  nurses  with  physical  assessment  training,  and  can  be  performed  in 
local  health  departments,  community  health  clinics,  rural  health  clinics,  or  private  physicians 
offices.  No  separate,  special  certification  process  exists  in  Tennessee  for  providers  who  wish  to 
enroll  in  EPSDT.  Rather,  when  enrolling  as  a  provider  in  the  Medicaid  program,  those  wishing  to 
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render  EPSDT  services  sign  an  additional  form  indicating  that  they  will  provide  screening 
examinations  in  accordance  with  EPSDT  program  guidelines.  By  participating  in  EPSDT, 
providers  are  subject  to  unannounced  audits  by  nurses  employed  by  the  Medicaid  Bureau's  Division 
of  Quality  Control.  Given  a  shortage  of  audit  nurses,  this  Division  estimates  that  it  is  able  to  visit 
every  participating  EPSDT  provider  only  once  every  two  to  three  years. 

2.        Provision  of  Well-Child  Care  Outside  the  EPSDT  System 

Although  physician  participation  in  EPSDT  is  quite  good,  significant  numbers  of  pediatric  providers 
choose  not  to  participate  in  the  program  and  continue  to  provide  Medicaid-financed  well-child  care 
to  Medicaid-eligible  children.  The  phenomenon  whereby  physicians  who  are  not  formally  enrolled 
in  EPSDT  programs  render  preventive  services  to  EPSDT-eligible  children  has  been  labeled  by  the 
Children's  Defense  Fund  as  the  "shadow"  EPSDT  program.  Policymakers  have  two  primary 
concerns  about  the  delivery  of  well-child  services  outside  of  EPSDT.  First,  the  quality  and  content 
of  such  care,  in  contrast  to  that  which  meets  EPSDT  standards,  is  unclear.  Second,  unlike  EPSDT, 
no  data  are  generated  by  these  visits  to  indicate  whether  and  how  often  children  receive  preventive 
exams. 

In  Tennessee,  Medicaid  officials  have  long  attempted  to  discourage  this  practice.  In  fact,  provider 
manuals  predating  OBRA-89  explicitly  state  that  well-child  visits  rendered  outside  of  EPSDT  are 
not  reimbursable.  However,  non-EPSDT  physicians  have  learned  that  they  can  provide,  and  bill 
for,  a  well-child  exam  as  long  as  they  also  bill  for  at  least  one  other  procedure.  The  Medicaid 
claims  processing  system  is  not  structured  to  identify  and  reject  such  claims.  Unfortunately,  neither 
is  the  system  able  to  collect  data  on  the  extent  to  which  such  "shadow"  billings  are  occurring; 
therefore,  Tennessee  officials  have  a  poor  grasp  of  whether,  or  the  degree  to  which,  they  may  have 
a  problem. 

One  of  the  key  reasons  why  more  physicians  do  not  panicipate  in  EPSDT  is  that  there  appear  to  be 
practically  no  financial  incentives  for  participation.  In  fact,  at  the  time  of  the  evaluation  site  visit, 
Tennessee  had  not  updated  its  EPSDT  fees  for  several  years  and  possessed  some  of  the  lowest 
EPSDT  reimbursement  rates  in  the  nation.  Specifically,  during  both  of  the  years  being  examined  in 
this  study  (FY  1989  and  FY  1992),  EPSDT  fees  were  as  follows; 

■  For  children  ages  0  thru  2:      The  lesser  of  $12  or  the  usual  and  customary  pro- 

vider's charge  (plus  $5  if  the  exam  is  performed  by 
a  physician). 

■  For  children  ages  3  thru  1 1 :     The  lesser  of  $14  or  the  usual  and  customary  pro- 

vider's charge  (plus  $5  if  the  exam  is  performed  by 
a  physician). 

■  For  children  ages  12  thru  20:   The  lesser  of  $18  or  the  usual  and  customary  pro- 

vider's charge  (plus  $5  if  the  exam  is  performed  by 
a  physician). 

In  addition  to  these  fees,  providers  are  permitted  to  bill  separately  for  immunizations,  laboratory 
procedures,  and  the  performance  of  a  developmental  exam.  However,  even  with  this  additional 
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billing,  combined  EPSDT  fees  are  in  the  same  general  range  as  the  usual  and  customary  fees  paid 
for  comparable  office  visit  procedures. 


3.        Efforts  to  Improve  Provider  Participation  in  EPSDT 

In  an  effort  to  improve  provider  participation  in  EPSDT,  Tennessee  hired  a  full-time  medical 
consultant  in  late  1992.  This  individual,  a  pediatrician  well  known  in  the  Tennessee  chapter  of  the 
American  Academy  of  Pediatrics,  has  worked  to  develop  a  number  of  strategies  for  provider 
recruitment  and  retention.  Some  of  the  specific  strategies  under  development  at  the  time  of  the 
evaluation  site  visit  included: 

■  Simplifying  billing  for  EPSDT.  As  a  first  step,  Tennessee  is  considering  dropping 
the  separate  EPSDT  billing  form  and,  instead,  allowing  physicians  to  bill  for  all 
care  on  the  standard  HCFA  1500  form.  Such  a  reduction  in  paperwork,  it  is 
believed,  could  persuade  many  physicians  to  come  on  board. 

■  Developing  age-appropriate  check-off  sheets  for  EPSDT  exams.  To  assist 
physicians  with  documentation,  remind  them  of  the  various  components  of  a 
comprehensive  exam,  and  improve  the  overall  quality  of  care,  the  state  has 
developed  a  series  of  one-page,  age-appropriate  check-off  forms  to  facilitate 
physicians'  completion  of  the  EPSDT  exam.  With  separate  sheets  for  the  2-3  week, 
2  month,  4  month,  6  month,  9  month,  12  month,  15  month,  18  month,  2  year,  3 
year,  4/5  year,  and  age  6  to  young  adult  exams,  these  forms  are  designed  to  walk  a 
provider  through  a  thorough  health  history,  unclothed  physical,  developmental 
check,  health  education  session,  and  lead  screen,  and  also  allows  space  for  the 
provider  to  note  plans  for  subsequent  care.  (At  the  time  of  the  evaluation  site  visit, 
these  forms  were  about  to  be  tested  in  the  field.) 

■  Simplifying  the  Medicaid/EPSDT  provider  manual.  The  medical  consultant  was 
also  in  the  process  of  making  the  EPSDT  provider  manual  more  user-friendly  and 
less  bureaucratic,  so  as  to  decrease  the  impression  among  physicians  that  EPSDT 
participation  was  an  onerous  and  intimidating  responsibility. 

■  Conducting  direct  provider  recruitment.  Finally,  the  medical  consultant  was  in  the 
process  of  developing  a  formal  plan  for  conducting  direct  provider  recruitment. 
Through  a  combination  of  one-on-one  meetings  and  formal  sessions  at  state  medical 
association  meetings,  the  consultant  intended  to  talk  to  doctors  about  the  program, 
debunk  the  myths  and  misperceptions  they  have  about  the  implications  of  EPSDT 
participation,  and  build  a  sense  of  social  responsibility. 

During  the  site  visit,  state  officials  also  discussed  the  need  to  implement  changes  in  the  program's 
reimbursement  methodologies,  in  recognition  of  the  need  for  both  higher  fees  and  a  simplified, 
comprehensive  fee  schedule  structure. 
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C.       The  EPSDT  Screen 


The  primary  goal  of  the  EPSDT  program  is  to  provide  comprehensive  well-child  examinations  at 
age-appropriate  intervals  throughout  development.  By  providing  children  with  repeated  periodic 
health  screens,  the  EPSDT  program  is  designed  to  detect  problems  early  and,  therefore,  avoid 
preventable  illnesses. 

As  defined  in  Medicaid  regulations,*'  a  comprehensive  EPSDT  screen  must  include  the  following 
components: 

■  A  comprehensive  health  and  developmental  history  (including  evaluation  of  both 
physical  and  mental  health  development); 

■  A  comprehensive  unclothed  physical  exam; 

■  Immunizations  appropriate  to  age  and  health  history; 

■  Laboratory  tests,  including  (since  OBRA-89)  blood  lead  level  assessment  appropri- 
ate to  age  and  risk; 

■  Health  education,  including  anticipatory  guidance; 

■  Vision  services,  including  eyeglasses; 

■  Dental  services,  including  both  preventive  and  restorative  services;  and 

■  Hearing  services,  including  hearing  aids. 

The  OBRA-89  legislation  included  several  provisions  related  to  the  EPSDT  screen.  These 
provisions  affected  rules  surrounding  who  may  provide  screens,  the  content  of  the  screening 
examination,  and  the  frequency  with  which  screens  are  provided.  These  provisions,  as  well  as 
Tennessee's  responses  to  them,  are  described  below. 

1 .        Partial  Screens  and  Partial  Screening  Providers 

In  an  effort  to  expand  the  number  and  types  of  providers  that  participate  in  EPSDT,  OBRA-89 
prohibited  states  from  limiting  the  pool  of  EPSDT  providers  only  to  those  who  can  deliver  the 
entire  range  of  screening  services.  Thus,  the  law  implied  that  states  were  required  to  allow  "partial 
screening  providers"  to  participate  in  the  program;  that  is,  providers  who  can  deliver  just  one,  or  a 
few  of,  the  EPSDT  screening  components.  Similarly,  it  implied  that  providers  may  bill  for  discrete 
portions  of  the  screen  as  opposed  to  billing  only  for  a  comprehensive  exam. 

Nationally,  this  provision  has  generated  much  controversy.  On  one  hand,  the  intent  of  the 
provision  to  broaden  the  base  of  screening  providers  is  positive.  However,  allowing  providers  to 
deliver  just  a  portion  of  the  screening  examination  goes  against  one  of  the  fundamental,  underlying 
principals  of  the  program-the  provision  of  comprehensive  screening  services.  Further,  in  the 
minds  of  many  state  officials,  it  increases  the  likelihood  that  care  will  be  fragmented  and 
undermines  state  efforts  to  provide  all  children  with  a  "medical  home."  HCFA  officials  have 
publicly  expressed  these  concerns  as  well.  In  fact,  in  October  1993  HCFA  issued  a  Notice  of 


Social  Security  Act,  42  U.S.C.  §  1396d(r)  (Supp  V  1993). 
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Proposed  Rule  Making  that  would  authorize  states  to  require  that  one  provider  render  all  medical 
components  of  the  screening  exam  (everything  but  vision,  hearing,  and  dental  services)  (Federal 
Register,  1993). 

In  general  agreement  with  HCFA's  interpretation  of  the  law,  Tennessee  Medicaid  officials  were 
always  reluctant  to  break  up  the  core  medical  screen.  At  the  same  time,  in  essence,  they  always 
permitted  providers  to  bill  for  procedures  that  might  be  considered  "partial  screens."  That  is, 
providers  can  bill  separately  for  immunizations,  lab  tests,  and/or  developmental  exams.  However, 
in  order  to  be  counted  as  an  EPSDT  screen  and  in  order  to  receive  an  EPSDT  screening  fee, 
providers  must  complete  the  comprehensive  examination,  including  the  hearing,  vision,  and  dental 
components. 

In  response  to  the  law,  Tennessee  did  not  create  any  new  provider  categories  in  response  to  the 
law's  implied  allowance  of  "partial  screening  providers."  Due  at  least  in  pan  to  the  fact  that  state 
Medicaid  officials  never  publicized  this  provision  of  law,  Tennessee  did  not  receive  a  significant 
number  of  inquiries  from  providers  such  as  audiologists  or  occupational  therapists  wishing  to  enroll 
as  independent  practitioners.  For  those  that  did  call.  Medicaid  responded  that  such  services  were 
already  being  covered  under  existing  service  categories  such  as  home  health. 

2.        Lead  Screening 

OBRA-89  required  that  the  comprehensive  EPSDT  screen  include  blood  lead  level  testing, 
appropriate  to  age  and  risk,  as  well  as  health  education  regarding  lead  poisoning.  This  provision, 
in  turn,  raised  several  major  questions,  including: 

■  At  what  age,  and  how  often,  should  children  be  screened  for  lead  exposure? 

■  What  laboratory  test  should  be  used  to  analyze  blood  samples  for  lead? 

Since  passage  of  OBRA-89,  the  Centers  for  Disease  Control  (CDC)  issued  recommendations 
regarding  the  age  at  which  lead  testing  should  begin  and  how  often  screening  should  be  repeated. 
According  to  these  guidelines,  which  HCFA  has  adopted,  all  children  between  the  ages  of  six 
months  and  72  months  should  be  screened.  However,  the  specifics  of  when  laboratory  analyses  for 
lead  exposure  should  begin  and  how  often  they  should  be  repeated  depends  on  whether  a  child  is 
deemed  to  be  at  high  or  low  risk  by  a  verbal  questionnaire;  HCFA  requires  that  children  identified 
as  high  risk  be  screened  beginning  at  six  rather  than  12  months.  The  fi-equency  with  which  repeat 
screening  is  recommended  depends  upon  the  findings  of  the  initial  laboratory  test. 

The  second  issue,  regarding  which  laboratory  test  is  most  appropriate  for  lead  screening,  has  been 
particularly  controversial  since  1991.  At  that  time,  the  CDC  issued  a  recommendation  that  the 
commonly  used  erythrocyte  protoporphyrin  (EP)  lead  screening  test  be  replaced  with  a  blood  lead 
(Pb)  test.  This  recommendation  was  prompted  by  several  new  findings: 

■  First,  it  was  found  that  lead  exposure  can  harm  children  at  levels  much  lower  than 
previously  believed  (at  10  micrograms/deciliter  rather  than  25 
micrograms/deciliter) . 

■  Second,  the  EP  test,  which  is  performed  on  a  capillary  (finger  stick)  blood  sample 
and  provides  an  indirect  measure  of  long-term  lead  exposure,  is  insufficiently 
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sensitive  to  detect  lead  levels  below  25  micrograms/deciliter  and,  therefore,  misses 
a  large  portion  of  children  with  low-level  lead  poisoning. 

■  In  contrast  to  the  EP  test,  the  blood  lead  test  is  much  more  sensitive  and  provides  a 
direct  measure  of  lead  content  in  the  bloodstream.  Either  capillary  blood  (drawn 
through  the  finger  stick  method)  or  venous  blood  (drawn  through  a  venipuncture 
procedure)  can  be  used  for  the  blood  lead  analysis.  Under  current  HCFA  policy, 
either  an  EP  or  blood  lead  test  may  be  used  for  initial  lead  screening  in  EPSDT. 

Like  many  states,  Tennessee  always  permitted  EPSDT  providers  to  include  a  lead  screen  as  part  of 
the  comprehensive  examination.  However,  Medicaid  would  only  reimburse  for  an  EP  test,  and 
protocols  dictating  when  and  how  often  children  should  receive  a  lead  screen  were  very  loose.  (For 
example,  the  1987  EPSDT  Provider  Manual  states:  "Medicaid  does  not  mandate  blood  lead  tests; 
however,  we  encourage  that  all  children  between  nine  months  and  six  years  be  screened  as  a 
preventive/diagnostic  measure.") 

The  state  was  slow  to  respond  to  the  OBRA-89  provision  relating  to  lead  testing.  It  was  not  until 
May  1991  that  the  Medicaid  agency  released  a  revision  to  the  above-quoted  provider  manual. 
Beginning  at  that  time,  Tennessee  Medicaid  required  all  EPSDT  providers  to  screen  all  children  for 
lead  at  least  once  between  the  ages  of  one  and  five,  but  still  permitted  that  lead  content  be  measured 
with  an  EP  test.  In  March  1992,  this  policy  was  revised  to  begin  requiring  that  a  blood  lead  (Pb) 
test  be  performed  in  order  to  detect  lead  poisoning  at  levels  undetectable  by  the  EP  test.  These  still 
relatively  loose  standards  were  updated  again  in  November  1992.  At  that  time,  Tennessee 
implemented  the  more  rigorous  risk  assessment  guidelines  identified  in  HCFA  and  CDC  protocols 
discussed  above. 

Current  protocols  allow  providers  to  collect  blood  samples  via  capillary  methods.  However,  if  lead 
levels  greater  than  10  micrograms  per  deciliter  are  detected,  they  are  now  required  to  follow  up 
with  a  test  performed  on  a  venous  blood  sample. 

3.        Periodicity  Schedules 

Periodicity  schedules  outline  recommended  ages  and  intervals  at  which  all  children  should  receive 
certain  well-child  services.  OBRA-89  required  states  to  develop  distinct  periodicity  schedules  for 
screening,  vision,  hearing,  and  dental  services. 

Both  before  and  after  OBRA-89,  Tennessee  maintained  a  single  periodicity  schedule  for  its  EPSDT 
comprehensive  examination,  which  includes  the  hearing,  vision,  and  dental  components.  Since 
September  1988,  the  last  year  the  schedule  was  updated,  the  state  has  permitted: 

■  Nine  comprehensive  screens  between  the  ages  of  zero  through  two; 

■  Six  comprehensive  screens  between  the  ages  of  three  through  11;  and 

■  Three  comprehensive  screens  between  the  ages  of  12  through  20. 

The  total  allowance  of  18  screens  during  an  individual's  childhood  is  two  fewer  than  that 
recommended  by  the  American  Academy  of  Pediatrics;  the  Academy  recommends  two  additional 
visits  during  a  child's  adolescent  years. 
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Tennessee  Medicaid  officials  contend  that  the  program  is  in  compliance  with  OBRA-89  rules,  and 
that  they  have  "distinct"  periodicity  schedules  for  screens  and  vision,  hearing,  and  dental  exams. 

4.        Interperiodic  Screens 

OBRA-89  specified  that  states  must  cover  visits  that  are  medically  necessary  to  identify  and  treat 
health  problems  even  if  they  do  not  coincide  with  the  intervals  outlined  in  a  state's  periodicity 
schedule.  These  additional  visits  are  known  as  "interperiodic  screens." 

Prior  to  OBRA-89,  Tennessee  did  not  pay  for  interperiodic  screens;  the  claims  payment  system 
simply  rejected  any  claims  for  children  above  and  beyond  the  limits  presented  above.  In  response 
to  the  law,  the  Medicaid  program  altered  this  system  edit  so  that  screens  exceeding  the  state's 
periodicity  schedule  are  simply  forwarded  to  the  program's  medical  consultant  for  a  medical 
necessity  review.  Upon  review  of  the  claim,  if  this  individual  deems  that  the  exam  was  medically 
necessary,  it  will  be  paid.  To  date,  the  incidence  of  interperiodic  screens  has  been  quite  low. 


D.       Diagnostic  and  Treatment  Services 

The  EPSDT  program  has  long  been  criticized  for  doing  a  poor  job  of  linking  screening  examina- 
tions with  recommended  diagnosis  and  treatment  services.  To  address  this  concern,  OBRA-89 
included  a  provision  regarding  coverage  of  diagnostic  and  treatment  services  for  EPSDT-eligible 
children.  Specifically,  the  law  required  states  to  provide  to  children  any  services  that  are 
potentially  covered  under  Medicaid  that  are  necessary  to  treat  a  condition  identified  during  a  screen, 
whether  or  not  the  service  is  included  in  the  state  plan. 

As  in  many  other  states,  Medicaid  officials  in  Tennessee  believed  that  their  program's  coverage  was 
already  broad  in  scope  and,  therefore,  did  not  need  to  be  changed  dramatically  as  a  result  of 
OBRA-89.  This  response  is  similar  to  that  of  many  states-surveys  of  Medicaid  and  Maternal  and 
Child  Health  programs  since  1990  have  revealed  that  very  few  states  have  responded  to  OBRA-89 
by  making  major  changes  to  the  depth  and  breadth  of  coverage  of  children's  services  (Hill  and 
Breyel,  1991;  National  Governors'  Association  [NGA],  1992).  As  shown  in  Table  IV-5,  Tennessee 
made  only  minor  changes  to  its  coverage  of  optional  services  between  FY  1989  and  FY  1992. 
Specifically,  during  this  period,  the  state  added  coverage  of  nurse  anesthetist  and  case  management 
services,  while  dropping  coverage  of  eyeglasses. 

As  of  the  time  of  the  evaluation  site  visit  (and  during  FY  1992~one  of  the  years  being  studied  in 
this  evaluation),  Tennessee  retained  the  same  limits  on  amount,  duration,  and  scope  of  coverage  that 
it  had  in  place  during  FY  1989.  However,  for  children  under  age  21,  these  limits  were  changed 
after  OBRA-89  from  caps,  beyond  which  reimbursement  would  be  denied,  to  edits  that  would  place 
a  claim  in  "pending"  status.  This  change  was  not  fully  implemented  until  1992.  Today,  when  a 
home  health  agency  or  physician  submits  a  bill  for  a  service  beyond  the  normal  limit,  a  medical 
necessity  review  is  triggered  so  that  the  appropriateness  of  the  service  can  be  reviewed.  To  date. 
Medicaid  officials  repon  that  the  volume  of  claims  that  go  into  pending  status  has  been  very  low 
and,  typically,  the  program  has  approved  payment  for  the  additional  services.  Not  surprisingly. 
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Table  IV-5. 

COVERAGE  OF  OPTIONAL  MEDICAID  SERVICES  IN  TENNESSEE 
FISCAL  YEARS  1989  AND  1992. 


Services 

FY  1989 

FY  1992 

Podiatrists'  Services 

X 

X 

Optometrists'  Services 

X 

V 

A 

Chiropractors'  Services 

Psychologists' Services  (1) 

Medical  Workers' Services  (1) 

Nurse  Anesthetists'  Services  (1) 

X 

Private  Duty  Nursing 

Clinic  Services 

X 

X 

Dental  Services 

X 

X 

Physical  Therapy 

Occupational  Therapy 

Speech,  Hearing,  and 

Language  Disorders 

Prescribed  Drugs 

X 

X 

Dentures 

Prosthetic  Devices 

X 

X 

Eyeglasses 

X 

Diagnostic  Services 

Screening  Services 

Preventive  Services 

Rehabilitative  Services 

A.  Inpatient  Hospital  Services 

CN 

X 

Age  65  or  older  in  IMDs 

B.  NF  Services 

UN 

Y 
A 

IGF/MR  Services 

CN 

X 

Inpatient  Psychiatric  Services  for  under  21 

X 

X 

NF  Services  for  Under  21 

X 

X 

Emergency  Hospital  Services 

X 

X 

Personal  Care  Services 

Transportation  Services 

X 

X 

Case  Management  Services 

X 

Hospice  Care  Services 

X 

X 

Respiratory  Care  Services 

X 

X 

Total  Additional  Services 

16 

17 

NOTE: 

(1)  Prior  to  1993,  these  services  were  encompassed  under  a  broader  category,  "other  practitioner  services. ' 

In  1989,  Tennessee  covered  this  optional  service  category. 
CN  =  Categorically  Needy  Only 
X  =    Categorically  and  Medically  Needy 
Source:  Health  Care  Financing  Administration. 
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Tennessee  officials  believe  that  this  OBRA-89  provision  has  not  led  to  large  increases  in  either 
utilization  or  expenditures. 

E.       Special  Initiatives  to  Enhance  Service  Delivery  and  Integration 

To  enhance  the  capacity  of  their  EPSDT  programs  to  effectively  reach  and  serve  children,  states  are 
increasingly  working  to  integrate  EPSDT  with  other  programs  for  children.  Depending  on  the 
state,  these  initiatives  have  included  expanding  the  provision  of  EPSDT  services  in  the  schools, 
forging  direct  links  between  EPSDT  and  Part  H/Early  Intervention  service  systems,  and  improving 
the  quality  and  content  of  preventive  services  delivered  in  managed  care  settings. 

In  Tennessee,  relative  to  other  states,  there  has  been  little  activity  in  these  areas.  Some  collabora- 
tive relationships  have  been  developed  between  local  health  departments  and  school  systems, 
whereby  public  health  nurses  staff  school-based  clinics  and  render  EPSDT  screening  services  to 
adolescents.  However,  these  initiatives  have  been  limited  to  the  City  of  Memphis.  Similarly,  while 
Medicaid  has  been  one  of  many  state  agency  partners  in  the  Department  of  Education's  Part  H 
initiative  to  develop  a  system  of  care  for  children  with  developmental  disabilities,  the  state  has  not 
yet  successfully  forged  formal  ties  between  EPSDT  and  early  intervention  delivery  systems. 
Finally,  at  the  time  of  the  site  visit,  the  state's  only  managed  care  initiative  had  just  expired."- 

There  is  one  special  initiative,  however,  that  merits  attention.  This  effort,  entitled  the  Children's 
Plan,  is  being  spearheaded  by  the  state  Department  of  Finance  and  Administration  and  is  designed 
to  extend  Medicaid-fmanced  screening  and  treatment  services  to  children  in  the  custody  of  the  state. 
The  Children's  Plan  is  described  briefly  below. 


1.        The  Children's  Plan 

In  the  late  1980s,  results  of  a  special  study  commissioned  by  the  state  indicated  that  children  in  the 
state's  custody-including  those  in  foster  care,  on  probation,  in  group  homes,  and  state  institutions 
for  neglected  and  truant  children-often  received  sporadic  and  inappropriate  health  care  services. 
Acting  on  these  findings,  the  Department  of  Finance  and  Administration  (DFA)  worked  with  four 
other  state  agencies-the  Departments  of  Health,  Education,  Mental  Health,  and  Youth  Services-to 
identify  existing  expenditures  on  behalf  of  these  children  and  then  to  consolidate  these  funding 
streams  to  create  the  Children's  Plan. 

The  core  intervention  of  the  Children's  Plan  was  created  with  the  development  within  each  of  the 
state's  12  new  Community  Health  Agencies  (CHAs)  of  an  Assessment  and  Care  Coordination  Team 
(ACCT).  These  teams  are  charged  with  performing  comprehensive  risk  assessments  for  all  children 
in  custody  and  developing  on  their  behalf  an  integrated  plan  of  care.  One  step  in  the  process  is  to 
enroll  as  many  children  as  possible  into  the  Medicaid  program,  then,  after  Medicaid  eligibility  has 
been  established,  to  refer  each  child  on  a  regular  basis  to  appropriate  local  health  department  clinics 
to  receive  EPSDT  screens.  (Once  in  custody,  the  vast  majority  of  children  are  found  to  be  eligible 
for  Medicaid  coverage.) 


*'  The  Tennessee  Medicaid  program  operated  a  Section  1915(b)  Primary  Care  Case  Management  waiver 

program  in  Memphis/Shelby  County  for  several  years.  Entitled  the  "Memphis  Pediatric  Case 
Management  Waiver,"  the  program  expired  in  February  1993. 
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In  addition,  taking  advantage  of  the  "T,"  or  treatment,  part  of  EPSDT,  DFA  officials  have  worked 
closely  with  Medicaid  officials  to  identify  methods  for  capturing  Medicaid  reimbursement  for  a 
broad  range  of  treatment  services.  For  example,  the  Medicaid  agency  added  targeted  case 
management  to  its  state  plan  designating  children  in  custody  as  a  special  target  population  and 
ACCT  Teams  as  service  coordinators.  In  addition,  using  the  Medicaid/Title  V  interagency 
agreement,  Medicaid  has  arranged  for  local  health  departments  to  provide  medically-related  services 
to  children  living  in  group  settings,  including  therapeutic  foster  care,  psychosocial  counseling, 
alcohol  and  drug  counseling,  and  family  preservation  interventions.  All  such  services  are  now 
being  subsidized  by  state  and  federal  Medicaid  funds. 

Since  its  inception  in  July  1991,  the  Children's  Plan  has  maintained  an  average  caseload  of  roughly 
10,000  children.  At  the  time  of  the  evaluation  site  visit,  DFA  officials  were  pleased  that  children 
in  custody  were  increasingly  receiving  routine  and  specialty  services  financed  through  EPSDT  and 
Medicaid. 


F.        Data  Reporting  on  the  HCFA-416 

The  OBRA-89  legislation  not  only  addressed  EPSDT  services  and  providers  as  previously 
discussed,  but  also  how  states  report  EPSDT  program  data  to  the  federal  government.  Specifically, 
OBRA-89  required  states  to  report  annually  to  the  Secretary  of  the  Depanment  of  Health  and 
Human  Services  on  the  number  of  Medicaid-eligible  children  participating  in  EPSDT.  As  well, 
OBRA-89  required  that  annual  EPSDT  participation  goals  be  set  for  all  states.  In  response,  HCFA 
established  an  80  percent  participation  target  for  all  states  to  meet  by  1995,  as  well  as  interim  goals 
for  the  years  between  1990  and  1995. 

Given  a  national  panicipation  rate  in  1989  of  just  39  percent,  HCFA's  80  percent  participation  goal 
focused  states'  attention  on  the  need  to  increase  screening  rates.  At  the  same  time,  this  increased 
emphasis  has  focused  attention  on  the  accuracy  of  state  EPSDT  data  and  the  variability  of  reporting 
practices  used  by  states. 

Since  July  1990,  states  have  used  the  HCFA-416  form  to  report  EPSDT  data  to  the  federal 
government.  (The  form  used  prior  to  this  time  was  the  HCFA-420.)  The  HCFA-416  included 
several  changes  designed  to  improve  data  quality  and  to  streamline  the  reporting  process. 
Specifically,  the  HCFA-416: 

■  Reduces  the  administrative  burden  on  states  by  requiring  annual  rather  than 
quarterly  reporting  (as  was  the  case  with  the  HCFA-420); 

■  Adds  new  reporting  categories  to  identify  the  number  of  children  receiving  vision, 
hearing,  and  dental  services;  and 

■  Breaks  out  separate  reporting  cells  for  four  discrete  age  groupings:  under  one  year, 
between  one  and  five  years,  between  six  and  fourteen  years,  and  between  fifteen 
and  twenty  years. 

Despite  these  changes,  questions  still  surround  the  consistency  with  which  states  report  EPSDT 
data.  In  fact,  a  survey  by  the  National  Governors'  Association  confirmed  that  considerable 
variation  exists  in  states'  EPSDT  data  reporting  practices  (NGA,  1990). 

147 

Health  Systems  Research,  Inc. 


There  are  eight  reporting  categories  on  the  HCFA-416  (listed  below).  These  data  are  utilized  to 
calculate  state-specific  EPSDT  participation  rates  and  screening  ratios,  the  key  indicators  used  to 
gauge  the  extent  to  which  eligible  children  are  receiving  EPSDT  services.  The  participation  rate 
for  each  state  (the  80  percent  target  refers  to  this  statistic)  is  obtained  by  adding  the  number  of 
children  who  have  received  one  or  more  screening  examinations  during  the  year  to  the  number  of 
children  enrolled  in  continuing  care  arrangements  (defined  below)  and  dividing  this  figure  by  the 
number  of  children  who  are  eligible  for  EPSDT.  The  screening  ratio  is  derived  by  dividing  the 
total  number  of  screens  rendered  during  the  year  by  the  total  number  of  EPSDT-eligible  children. 
Although  HCFA  has  defined  these  statistics  as  indicated,  guidance  to  states  regarding  the  specific 
definitions  of  each  data  category  is  broad  and  somewhat  vague.  As  a  result,  states  interpret  and,  in 
turn,  report  data  in  various  ways.  Thus,  the  statistics  are  not  consistently  reported  across  states. 

To  fully  understand  what  a  state's  HCFA^16  actually  reflects  about  their  EPSDT  program,  a  closer 
examination  of  how  data  categories  are  interpreted  and  reported  is  essential.  Therefore,  the 
definitions  used  by  Tennessee  Medicaid  officials  when  reporting  HCFA-416  data  are  presented 
below. 

Between  1989  and  1992,  Tennessee  made  no  changes  in  its  EPSDT  reporting  practices  and 
currently  employs  the  data  definitions  described  below. 

■  Individuals  eligible  for  EPSDT:  An  unduplicated  count  of  the  number  of  children 
under  age  twenty-one  who  were  eligible  for  Medicaid  at  some  point  during  the  year. 

■  Number  of  eligibles  enrolled  in  continuing  care  arrangements:  The  number  of 
children  enrolled  in  the  "Memphis/Shelby  County  Pediatric  Case  Management 
Waiver"  program. 

■  Eligibles  receiving  screening  services:  An  unduplicated  count  of  the  number  of 
children  who  received  one  or  more  screening  examinations  during  the  year.  This 
count  does  not  include  "partial"  screens,  since  the  state  does  not  consider  perfor- 
mance of  individual  components  of  an  EPSDT  screen,  such  as  a  developmental 
assessment,  as  an  EPSDT  exam,  "partial"  or  otherwise. 

■  Total  number  of  screening  services:  The  total  number  of  initial  and  periodic 
screening  examinations  that  were  reported  during  the  year,  excluding  interperiodic 
screens  as  per  HCFA  guidance. 

■  Eligibles  referred  for  corrective  treatment:  An  unduplicated  count  of  the  number  of 
children  whose  EPSDT  screen  form  indicates  that  a  referral  for  further  diagnosis 
and/or  treatment  was  made. 

■  Eligibles  receiving  vision,  hearing,  and  preventive  dental  services:  An 
unduplicated  count  of  the  number  of  children  receiving  any  vision,  hearing,  or 
dental  services  separate  from  the  comprehensive  EPSDT  screen. 

Interestingly,  HCFA  guidance  instructs  states  to  report  in  these  categories 
unduplicated  counts  of  individuals  who  receive  diagnostic  or  treatment  vision  and 
hearing  services  (not  preventive  vision  and  hearing  screens  provided  either  during  or 
independently  of  the  comprehensive  EPSDT  exam),  and  an  unduplicated  count  of 
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only  certain  specified  preventive  dental  services,  including  instruction  in  oral 
hygiene,  oral  prophylaxis,  and  application  of  sealants.  Tennessee  appears  to  be 
reporting  vision  and  hearing  data  per  HCFA  guidance;  however,  dental  data 
reported  are  not  limited  to  preventive  services,  as  instructed  by  HCFA. 


IV.      Implementation  Issues:  Strengths  and  Weaknesses  of  Current  Systems 

This  section  of  the  report  discusses  a  range  of  policy  and  program  issues  that  were  raised  during  the 
state  and  local-level  site  visit  interviews  and  which  highlight  several  strengths  and  weaknesses  of 
Tennessee's  EPSDT  program.  As  in  the  previous  section,  discussion  is  divided  into  six  parts,  each 
addressing  a  major  component  of  the  EPSDT  program:  informing  and  outreach,  provider 
participation,  the  EPSDT  screen,  diagnostic  and  treatment  services,  special  initiatives  to  enhance 
service  delivery  and  integration,  and  data  reporting  on  the  HCFA-416. 


A.       Issues  Regarding  Informing  and  Outreach 

In  roughly  two-thirds  of  the  states,  responsibility  for  informing  and  outreach  lies  entirely  with  the 
state  and/or  local  welfare  department.  Tennessee,  however,  is  among  the  minority  of  states  that 
supplements  welfare  system-based  informing  activities  by  contracting  with  state  and  local  health 
departments  for  additional  outreach.  According  to  a  50-state  survey  of  state  Medicaid  and  Maternal 
and  Child  Health  programs  (Hill  and  Breyel,  1991),  officials  in  these  states  believe  that  this 
arrangement  is  advantageous  because  health  departments  are  generally  viewed  more  positively  by 
public  program  participants  than  are  public  welfare  agencies,  and  because  health  department 
involvement  is  more  likely  to  give  EPSDT  a  stronger  identity  as  a  health  program. 


1.        Strengths  of  the  System 

Inclusion  of  the  state  Department  of  Health  and,  more  specifically,  the  Bureau  of  Health  Services  in 
EPSDT  outreach  is  a  clear  strength  of  the  Tennessee  program.  Even  though  the  state  has 
established  uniform  policies  regarding  the  conduct  of  outreach  for  its  local  public  health  units,  BHS 
officials  have  encouraged  counties  to  be  creative  in  developing  outreach  strategies  tailored  to  their 
particular  needs.  Several  of  the  more  innovative  local  systems  identified  during  the  evaluation  site 
visit  are  discussed  below. 

■        Nashville /Davidson  County.  By  far,  the  most  intensive  EPSDT  outreach  system  in 
the  state  has  been  established  in  the  capital  city,  Nashville,  and  surrounding 
Davidson  County.  There,  the  county  has  entered  into  cooperative  relationships  with 
Vanderbilt  University,  Belmont  College,  and  Tennessee  State  University  to  create 
the  "Maternal/Infant  Health  Community  Experience"  program.  Under  this 
initiative,  over  100  nursing  students  from  the  schools  gain  valuable  practical 
experience  by  working  with  the  local  health  department  to  provide  outreach,  risk 
assessment,  and  case  management  assistance  to  families  with  children.  Services  are 
provided  via  home  visiting.  Linking  children  to  EPSDT  represents  a  key  objective 
of  the  intervention. 
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In  addition,  Nashville/Davidson  County  also  established  in  July  1991  a  lay  outreach 
program  whereby  eight  indigenous  community  members  have  been  hired  to  perform 
casefmding  in  the  city's  poorest  neighborhoods.  Financed  in  part  with  Medicaid 
administrative  matching  dollars,  these  workers  canvass  their  commimities,  find 
families  who  may  be  eligible  for  Medicaid,  help  them  obtain  coverage,  and  link 
them  with  preventive  and  primary  care  services,  including  EPSDT. 

Finally,  for  the  last  four  years,  the  County  has  outposted  its  clerical  outreach  staff 
at  DHS  offices  throughout  the  city /county.  There,  these  workers  spend  roughly  10 
minutes  with  every  family  with  children  that  has  applied  for  Medicaid,  explain  the 
importance  and  benefits  of  EPSDT,  ask  whether  they  need  help  finding  a  health  care 
provider,  and  assist  families  with  making  appointments  for  an  EPSDT  screen. 

Combined,  these  strategies  have  served  to  triple  Nashville/Davidson  County's 
success  rate  in  screening  children.  Unfortunately,  even  with  these  efforts,  the 
jurisdiction  still  manages  to  screen  only  about  one-third  of  all  eligible  children. 

■        Other  county  efforts.  On  a  smaller  scale,  a  few  other  counties  in  Tennessee  have 
begun  to  engage  in  more  intensive  outreach  efforts.  For  example,  in  Knox  County, 
LHD  outreach  staff  have  been  outstationed  in  local  DHS  offices  to  provide  more 
personal  outreach  assistance.  In  Hamilton  County,  outreach  staff  rotate  through  the 
county's  hospitals  to  meet  with  new  Medicaid  mothers  and  explain  the  benefits 
available  to  their  infants  under  EPSDT.  Finally,  in  several  west  Tennessee 
counties.  Resource  Mothers  programs  are  being  implemented  through  which 
pregnant  and  parenting  adolescents  are  provided  intensive  home  visiting  support 
from  indigenous  community  workers.  Pan  of  the  protocol  followed  by  Resource 
Mothers  involves  discussion  of  EPSDT  benefits  and  linking  infants  to  pediatric 
preventive  services. 


2.        Weaknesses  of  the  System 

The  outreach  models  described  by  state  and  local  officials  possess  certain  key  strengths.  However, 
both  state  and  local  officials  reported  that  many  aspects  of  the  EPSDT  outreach  and  informing 
process  were  also  described  as  seriously  deficient,  thereby  significantly  undermining  the 
effectiveness  of  the  EPSDT  program.  Critical  weaknesses  in  Tennessee's  system  are  summarized 
below. 

■        Inadequacies  of  a  mail-based  outreach  system.  Consistently,  state  and  local 

officials  expressed  dissatisfaction  with  the  effectiveness  of  a  mail-based  outreach 
system.  These  individuals  estimated  that,  at  best,  they  experienced  a  25  percent 
response  rate  to  outreach  letters,  and  that  high  volumes  of  mail  were  commonly 
returned  for  having  incorrect  or  outdated  addresses.  Public  health  officials 
acknowledged  that  both  telephone  and  home  visiting  outreach  would  be  a  more 
effective  means  for  getting  children  into  care.  However,  Medicaid  budget 
constraints  and  statewide  hiring  freezes  consistently  stymie  any  efforts  to  bolster 
outreach  capacity. 


150 


Health  Systems  Research,  Inc. 


■  Lack  of  automation.  The  ineffectiveness  and  inefficiency  of  mail-based  outreach  is 
compounded  by  a  severe  lack  of  automation.  Remarkably,  the  current  management 
information  system  cannot  generate  mailing  labels  from  monthly  outreach  reports. 
Therefore,  clerical  outreach  staff  spend  inordinate  amounts  of  time  addressing 
envelopes  by  hand.  The  worst  case  of  this  was  found  in  Memphis/Shelby  County, 
where  six  full-time  workers  spent  the  vast  majority  of  their  work  days  addressing 
between  12,000  and  20,000  envelopes  per  month.  Further,  it  was  reported  that 
monthly  outreach  reports  are  often  not  updated  rapidly  enough  to  reflect  the  prior 
month's  activities,  thereby  resulting  in  outreach  staff  spending  precious  time 
contacting  families  that  had  already  been  successfully  reached. 

■  Lack  of  collaboration  between  DHS  and  DOH.  While  in  some  counties,  relation- 
ships between  local  DHS  and  DOH  agencies  were  described  as  excellent,  in  others 
there  was  evidence  of  poor  working  relations.  For  example,  Memphis/Shelby 
County  outreach  supervisors  relayed  an  incident  where  they  approached  the  local 
DHS  office  to  see  if  they  could  outpost  an  EPSDT  worker  there  at  the  beginning  of 
each  month.  DHS  officials,  however,  showed  no  interest  in  pursuing  this  strategy. 

■  Inconsistent  implementation  of  state  policies  at  the  local  level.  During  the  course 
of  the  evaluation  site  visit,  several  inconsistencies  were  noted  in  how  local  agencies 
were  implementing  state  policies.  For  example,  even  though  state  guidance  dictates 
otherwise,  the  Tipton  County  DHS  office  did  not  distribute  EPSDT  brochures  to 
families  with  children  during  the  Medicaid  eligibility  process.  In  addition,  in 
neither  Tipton  County  nor  Memphis/Shelby  County  did  eligibility  workers  discuss 
the  availability  of  transportation  assistance  through  DHS. 


B.       Issues  Regarding  Provider  Participation 

As  discussed  in  Section  III,  the  State  of  Tennessee  does  not  currently  face  the  crisis  that  many  states 
face  with  regard  to  physician  participation  generally  and  participation  in  EPSDT  specifically. 
However,  there  are  still  many  pediatric  providers  who  choose  to  work  outside  of  EPSDT.  During 
local-level  visits  with  physicians  in  Perry  County  and  Memphis/Shelby  County,  a  number  of  issues 
were  identified  that  help  explain  why  this  is  so.  These  include: 

■  Low  fees.  As  stated  above,  EPSDT  fees  had  not  been  updated  for  several  years  at 
the  time  of  the  site  visit  and  usual  and  customary  fees  for  standard  well-  and  sick- 
visit  procedure  codes  were  in  the  same  ranges  as  those  paid  for  EPSDT.  Therefore, 
financial  incentives  that  would  encourage  EPSDT  participation  do  not  seem  to  exist. 

■  Excessive  paperwork,  documentation,  and  hassle.  Putting  forth  a  very  traditional 
argument,  doctors  feel  that  the  rules  and  regulations  surrounding  EPSDT  are 
excessive,  that  required  documentation  takes  too  much  time,  and  that  the  rigor 
surrounding  the  exam  enforced  by  EPSDT  is  unnecessarily  burdensome  and  out  of 
step  with  mainstream  medicine.  The  conduct  of  "surprise"  audits  of  EPSDT  files 
by  Medicaid  was  also  thought  to  be  unfair  by  one  physician.  Finally,  doctors 
expressed  frustration  that  billing  for  EPSDT  in  many  cases  remained  an  entirely 
manual  process,  while  routine  billing  for  all  other  Medicaid  services  on  the  HCFA 
1500  could  generally  be  completed  electronically. 
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However,  as  indicated  by  the  relatively  large  numbers  of  physicians  who  have  chosen  to  participate 
in  EPSDT,  these  opinions  are  not  shared  universally.  Indeed,  during  one  interview  with  a  two- 
pediatrician  practice  in  Memphis,  doctors  expressed  the  belief  that  the  differences  between 
Medicaid,  EPSDT,  and  private  insurance  were  becoming  smaller  and  smaller.  As  evidence  of  this 
parity,  they  pointed  to  significant  physician  reimbursement  increases  (albeit  not  EPSDT  fee 
increases)  in  the  1986/87  period  that  brought  Medicaid's  rates  in  line  with  those  paid  in  the  private 
sector,  as  well  as  managed  care  audits  that  were  every  bit  as  onerous,  if  not  more  so,  than  those 
conducted  by  Medicaid.  Finally,  with  the  advent  of  managed  care  and  anticipated  requirements  to 
demonstrate  the  delivery  of  high-quality  care,  these  physicians  supported  the  rigor  embodied  by 
EPSDT,  stating  that  "if  it's  not  written  down  in  the  medical  record,  it  never  happened. " 


C.       Issues  Regarding  the  EPSDT  Screen 

As  discussed  in  the  preceding  section,  OBRA-89  provisions  related  to  the  EPSDT  screen  have  had 
minimal  impact  on  the  policies  and  operations  of  Tennessee's  program.  Specifically: 

■  The  state  did  not  change  its  policies  regarding  so-called  "partial"  screens-the  state 
always  permitted  separate  billing  for  immunizations,  lab  tests,  and  developmental 
exams  separate  from  the  comprehensive  screen~nor  did  it  loosen  its  provider 
panicipation  rules  by  permitting  the  addition  of  any  new  types  of  independent 
practitioners  such  as  audiologists. 

■  The  state's  single  EPSDT  periodicity  schedule,  which  was  updated  in  1988,  remains 
unchanged  today  and  serves  to  direct  the  timing  and  frequency  of  all  components  of 
the  comprehensive  screen. 

■  To  accommodate  the  allowance  of  interperiodic  screens,  claims  payment  systems 
were  modified  to  trigger  a  medical  necessity  review  process  for  screens  in  excess  of 
the  state's  periodicity  schedule. 

■  While  the  state  was  quite  late  in  responding  to  OBRA-89's  provisions  related  to  lead 
screening,  Tennessee  has  slowly  brought  its  policies  in  line  with  guidance  put  forth 
by  both  HCFA  and  the  CDC. 

During  the  evaluation  site  visit,  discussions  with  providers  at  the  local  level  indicated  that  OBRA-89 
provisions  had  no  apparent  impact  on  practices  or  protocols.  Indeed,  with  the  exception  of  the 
changes  related  to  lead  screening,  most  providers  admitted  that  they  had  not  heard  of  any  policy 
changes  related  to  screens  and/or  periodicity.  One  must  be  somewhat  cautious  when  interpreting 
this  finding.  On  the  one  hand,  it  may  be  reflective  of  the  fact  that  these  were  changes  without 
significant  implications  for  direct  service  delivery.  On  the  other  hand,  however,  it  is  also  reflective 
of  the  fact  that  state  Medicaid  officials  did  not  widely  publicize  the  changes  spelled  out  in  OBRA-89 
in  its  dealings  with  medical  providers. 

Discussion  with  public  and  private  sector  providers  did,  however,  raise  very  interesting  issues  with 
regard  to  the  actual  delivery  of  EPSDT  screening  services  and  pointed  out  potential  differences  in 
the  quality  and  content  of  screens  delivered  by  local  health  departments  versus  private  physicians. 
Anecdotal  evidence  gathered  from  interviewees  indicated  that  EPSDT  in  the  two  sectors  differed  in 
three  ways,  as  described  below. 
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■  Differences  in  attending  providers.  In  local  health  departments,  screens  are 
typically  delivered  by  nurses  and  nurse  practitioners,  with  the  support  of  lay  health 
aides  and/or  clerical  stalf.  In  other  settings,  major  portions  of  the  EPSDT  exam  are 
provided  by  physicians. 

■  Differences  in  screen  content.  Private  physicians  were  described  as  being  less 
strictly  observant  of  the  EPSDT  protocol  when  compared  to  local  health  department 
staff.  This  typically  means  that  physicians  are  less  likely  to  perform  the  most 
rigorous  hearing,  vision,  and/or  developmental  tests  and,  even  more  commonly,  less 
likely  to  carefully  document  either  the  procedures  performed  or  the  outcomes 
observed  in  a  child's  medical  record. 

■  Differences  in  length  of  examinations.  It  was  generally  believed  by  both  state  and 
local  officials  that  local  health  departments  took  longer  to  conduct  an  EPSDT  screen 
than  did  physicians.  Physicians  commonly  reported  taking  between  30  and  40 
minutes  to  complete  an  exam,  while  local  health  departments  described  needing  at 
least  45  minutes  or  one  hour.  Rather  than  believing  this  difference  as  problematic, 
it  was  applauded  by  public  health  officials  as  evidence  that  they  tended  to  be  more 
responsive  to  the  needs  of  their  clients.  The  extra  time,  they  stated,  was  spent  with 
clients  providing  health  education,  interpreting  test  results,  and  discussing  future 
developmental  milestones  for  children  (anticipatory  guidance). 

To  some  degree,  these  observed  differences  cause  public  health  officials  to  worry  that  children  seen 
in  physician's  offices  are  not  receiving  screens  of  optimal  quality.  In  fact,  reports  from  the 
Division  of  Quality  Control  show  that  audits  of  EPSDT  physicians  tend  to  find  more  deficiencies 
than  do  audits  of  local  health  depanments. 

However,  it  should  be  noted  that  Medicaid  and  public  health  officials  at  both  the  state  and  local 
levels  were  generally  quite  satisfied  that  the  overall  quality  of  care  rendered  by  both  public  and 
private  providers  is  high.  Furthermore,  these  individuals  stated  that  any  shortcomings  of  private 
physicians  in  the  performance  of  EPSDT  screens  was  probably  more  than  offset  by  benefits  in  the 
form  of  continuity  of  care  that  are  derived  when  a  child  is  seen  consistently  for  both  well  and  sick 
care  by  the  same  physician.  In  other  words,  all  agreed  that  the  ultimate  goal  is  to  provide  each 
child  with  a  true  medical  home. 

D.       Issues  Regarding  the  Provision  of  Diagnostic  and  Treatment  Services 

Data  from  the  FY  1992  HCFA-416  indicate  that  fewer  than  15  percent  of  children  who  received  an 
EPSDT  screen  were  referred  for  corrective  treatment.  However,  interviews  with  public  and  private 
providers  indicate  that  this  number  seriously  undercounts  the  proponion  of  children  who  are 
actually  found  though  a  screen  to  have  an  illness.  According  to  these  individuals,  between  one- 
quarter  and  one-half  of  all  children  screened  are  found  to  have  one  or  more  conditions  requiring 
attention.  Many  of  these  are  common  childhood  illnesses,  such  as  otitis  media,  skin  rashes,  or 
respiratory  problems  like  asthma.  Depending  on  the  staffing  and  capacity  of  the  screening 
provider,  many  of  these  children  are  treated  immediately  on  site.  In  these  cases,  providers  typically 
do  not  indicate  on  the  EPSDT  screening  form  that  a  referral  was  necessary. 
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When  referrals  to  specialists  are  required,  Tennessee  providers  generally  reported  success  at  finding 
sources  of  follow-up  care.  For  children  with  special  health  care  needs,  access  to  the  state's 
Children's  Special  Services  (CSS)  clinics  was  reported  as  excellent.  Certain  providers  did  report 
difficulty  in  finding  psychological,  dental,  speech  and  hearing  services  for  children  needing 
additional  diagnosis  and  treatment.  In  addition,  finding  obstetrical  providers  willing  to  serve 
pregnant  adolescents  was  reported  to  be  a  constant  challenge. 

In  Section  III,  it  was  reported  that  state  Medicaid  officials  believed  that  the  OBRA-89  provision 
requiring  coverage  of  all  medically  necessary  services  for  children  had  had  very  little  impact  in  the 
State  of  Tennessee.  However,  it  should  be  noted  that,  during  the  evaluation  site  visit,  local-level 
public  and  private  providers  commonly  stated  that  they  never  heard  of  this  OBRA-89  provision. 
Therefore,  evaluators  must  consider  that  the  state  admittedly  did  very  little  publicizing  of  this 
provision  at  the  local  level  and  weigh  this  factor  when  determining  the  overall  impact  of  the  law. 
However,  local-level  interviewees  also  commonly  said  that  prior  knowledge  of  OBRA-89  would  not 
have  made  a  difference  in  the  way  they  rendered  or  referred  for  care.  Consistently,  these  providers 
stated  that  their  practices  were  dictated  by  the  needs  of  the  child,  not  whether  or  not  their  was  a 
payment  source  for  necessary  care. 

E.       Issues  Regarding  Special  Service  Deliverv/lntegration  Initiatives 

As  discussed  in  Section  111  of  this  report,  one  of  Tennessee's  primary  special  service  delivery 
initiatives  related  to  EPSDT  was  the  creation  of  the  Children's  Plan,  a  program  for  extending 
Medicaid-financed  screening  and  treatment  services  to  children  in  custody  of  the  state.  At  the  time 
of  the  evaluation  site  visit,  the  program  had  been  in  operation  for  slightly  less  than  two  years,  and 
project  administrators  were  in  the  process  of  planning  next  steps  for  the  program.  One  plan  called 
for  having  ACCT  Teams  compile  their  needs  assessment  and  service  utilization  data  so  that  a 
broader,  statewide  plan  for  service  delivery  could  be  developed  and  refined.  In  addition.  Children's 
Plan  officials  were  grappling  with  an  ironic  and  puzzling  problem.  Specifically,  because  the 
ultimate  goal  of  state  programs  for  troubled  youth  is  to  reunite  children  with  their  families,  the  very 
clients  for  whom  the  Children's  Plan  was  developed  often  lose  their  Medicaid  eligibility  upon  return 
to  their  homes.  To  correct  this  problem  and  ensure  that  this  interruption  in  coverage  would  not 
interrupt  access  to  care,  program  officials  are  working  with  Medicaid  to  determine  whether  current 
law  permits  the  state  to  "deem"  these  children  as  Medicaid  eligible  by  not  counting  their  parents' 
income  as  available  to  them. 

In  Section  III,  it  was  also  mentioned  that  in  early  1993,  Tennessee's  only  managed  care  waiver 
program  had  expired.  However,  shortly  after  the  evaluation  site  visit,  Tennessee  Governor  Ned 
McWherter  unveiled  his  proposal  for  TennCare,  a  comprehensive  health  care  reform  proposal  that 
would  place  all  Medicaid  recipients  (and  uninsured  populations)  into  systems  of  managed  care. 
Since  that  time,  the  state  has  received  approval  of  necessary  federal  waivers  and  began  enrolling 
beneficiaries  in  TennCare-approved  managed  care  organizations  (MCOs)  in  January  1994. 
TennCare  regulations  require  that  MCOs  provide  EPSDT  services  to  all  children  under  the  age  of 
21;  however,  the  real  implications  of  that  requirement  in  terms  of  practice  guidelines  and  protocols 
are  still  unclear.  The  success  with  which  EPSDT  services  can  be  implemented  and  integrated  with 
managed  care  and  reformed  health  care  systems  will  certainly  be  an  issue  worthy  of  careful  scrutiny 
in  years  ahead. 
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F.       Issues  Regarding  Data  Reporting  Practices 


Tennessee  appears  to  be  reporting  data  on  the  HCFA416  in  accordance  with  HCFA  guidelines, 
except  that  it  includes  all,  rather  than  just  preventive,  dental  services  on  line  10  of  the  reporting 
form. 

However,  one  issue  raised  by  HCFA's  reporting  guidance  relates  to  the  category  of  "eligibles 
referred  for  corrective  treatment."  As  indicated  previously,  many  children  who  are  identified  as 
having  a  health  problem  during  a  screening  examination  are  treated  immediately  by  the  screening 
provider.  What  is  unclear  to  Tennessee  officials,  however,  is  how  EPSDT  providers  record  data  on 
the  EPSDT  screening  form  in  these  instances.  While  HCFA  guidance  tells  states  to  report  on  the 
HCFA-416  only  those  children  who  are  referred  to  an  outside  provider,  Tennessee  Medicaid 
officials  expressed  certainty  that  some  providers  are  checking  the  "referred  for  treatment"  box  on 
the  form  even  when  they  are  self  referring.  Therefore,  what  exactly  is  being  reported  on  this  line 
of  the  HCFA-416  is  unclear. 

This  confusion  raises  the  question  of  what  the  real  intent  of  this  data  category  is  or  should  be. 
Specifically,  is  it  more  important  to  obtain  information  on  the  number  of  children  referred  out  for 
follow-up  care,  as  currently  worded  in  the  HCFA  guidance?  Or  would  the  HCFA-416  be  more 
useful  if  it  reported  the  number  of  children  that  were  found,  as  a  result  of  receiving  an  EPSDT 
screen,  to  have  an  illness,  whether  or  not  they  were  referred  to  an  outside  provider  for  treatment? 
Whether  or  not  an  outside  referral  occurs  is  likely  to  depend  more  on  the  training  and  capacity  of 
the  provider  than  the  severity  of  the  illness,  as  both  physicians  and  non-physicians  perform  screens. 
Therefore,  the  current  federal  guidance  seems  to  encourage  an  underreporting  of  the  number  of 
children  screened  who  are  actually  found  to  be  sick. 

Finally,  it  is  the  opinion  of  Medicaid  officials  in  Tennessee  that  the  80  percent  EPSDT  participation 
goal  for  1995  will  likely  be  unattainable.  As  discussed  earlier,  the  proportion  of  eligible  children 
who  received  screens  decreased  from  27  percent  in  FY  1989  to  24  percent  in  FY  1992,  even  though 
the  total  number  of  screens  provided  increased  by  a  factor  of  roughly  50  percent  during  this  period. 
This  drop  in  participation  can  be  attributed  to  the  significant  increase  in  the  numbers  of  children 
who  were  made  eligible  under  the  Medicaid  eligibility  expansions,  causing  continual  growth  in  the 
denominator  of  "children  eligible"  for  EPSDT. 


V.       Lessons  Learned  and  Issues  for  the  Future 

This  section  concludes  the  report  by  summarizing  and  highlighting  several  key  aspects  of 
Tennessee's  EPSDT  program,  including:  the  overall  program  design;  the  state's  responses  to 
OBRA-89;  observed  strengths  and  weaknesses  of  the  program;  and  issues  needing  to  be  addressed 
in  the  future. 


A.        Summary  of  Program  Design 

Tennessee's  EPSDT  program  has  a  tradition  of  strong  public  health  involvement.  Historically, 
under  the  direction  of  the  Department  of  Health,  local  health  departments  have  been  major 
providers  of  EPSDT  screening  services.  Furthermore,  since  the  program's  inception,  the  Bureau  of 
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Health  Services  has  operated  under  an  interagency  agreement  with  the  Bureau  of  Medicaid  to 
oversee  local  health  departments'  conduct  of  EPSDT  outreach  activities.  Under  EPSDT  outreach, 
local  health  departments  contact  all  families  with  Medicaid-eligible  children,  promote  the 
importance  of  EPSDT's  preventive  benefits,  and  schedule  children's  appointments  for  EPSDT 
screens.  In  addition,  local  health  department  outreach  staff  follow  up  on  children  who  are  referred 
for  corrective  diagnostic  or  treatment  services  to  ensure  that  appropriate  care  was  received. 

Like  many  other  states,  the  Department  of  Human  Services'  role  in  implementing  EPSDT  is  limited 
to  informing  families  about  the  program  when  they  are  applying  for  Medicaid  and  urging  them  to 
contact  their  LHD  for  an  EPSDT  exam. 


B.       Summary  of  State  Responses  to  OBRA-89 

The  overall  structure  of  Tennessee's  EPSDT  program  has  not  changed  significantly  in  many  years. 
Furthermore,  the  impact  of  OBRA-89's  individual  provisions  on  who  may  provide  screens,  the 
frequency  with  which  screens  may  be  reimbursed,  the  content  of  screening  examinations,  and 
coverage  of  optional  services  has  been  fairly  limited,  as  indicated  below: 

■  Who  may  provide  screens:  Tennessee  has  always  allowed  providers  to  bill 
separately  for  cenain  portions  of  the  EPSDT  screen,  such  as  immunizations,  lab 
tests,  and  developmental  exams,  in  instances  where  a  comprehensive  screen  could 
not  be  performed;  therefore,  the  state  has  always  permitted  providers  to  bill  for 
these  so-called  "panial"  screens.  However,  in  response  to  OBRA-89,  Tennessee  did 
not  create  any  new  categories  of  "partial  screening"  providers. 

■  The  frequency  of  screens:  Tennessee  did  not  make  any  changes  to  its  periodicity 
schedule  after  the  passage  of  OBRA-89. 

■  The  content  of  screening  examinations:  More  rigorous  policies  regarding  blood 
lead  screening  were  not  adopted  in  Tennessee  until  mid-1992  and,  since  then, 
implementation  of  these  policies  has  proceeded  slowly. 

■  Coverage  of  optional  services:  Tennessee  did  not  utilize  the  authority  granted  by 
OBRA-89  to  make  any  significant  changes  to  its  optional  coverage  of  children's 
services.  In  the  opinion  of  Medicaid  and  public  health  officials,  the  program's 
coverage  was  already  broad  prior  to  the  law.  However,  to  avoid  potentially  adverse 
impacts  on  expenditures.  Medicaid  officials  did  practically  nothing  to  publicize 
OBRA-89 's  liberalization  of  coverage  to  local-level  providers. 

Medicaid  officials  have,  over  the  years,  been  relatively  happy  with  the  coverage  they  offer  under 
the  program  and  comfortable  with  the  quality  of  existing  service  delivery  systems.  Therefore,  these 
officials  admit  that  they  have  focused  the  lion's  share  of  their  policy  improvement  efforts  on  taking 
full  advantage  of  federal  law  to  expand  eligibility  for  pregnant  women  and  children,  rather  than  on 
service  enhancements  such  as  those  contained  within  OBRA-89. 
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C.       Overall  Strengths  and  Weaknesses  of  the  Program 

A  variety  of  strengths  and  weaknesses  were  found  in  the  various  EPSDT  program  components 
discussed  m  this  report,  many  of  which  have  already  been  noted.  The  major  strengths  and 
weaknesses  of  Tennessee's  program  are  summarized  below,  organized  into  the  following  categories: 
provider  participation,  outreach,  and  access  to  EPSDT  screening  services. 

■  Provider  participation.  Unlike  many  southeastern  states,  Tennessee  enjoys 
relatively  widespread  support  for  EPSDT  from  the  private  provider  community.  Of 
the  approximately  700  providers  participating  in  EPSDT,  over  80  percent  are 
private  physicians.  In  addition,  roughly  120  local  health  department  clinics  provide 
over  half  of  the  EPSDT  screens  performed  each  year.  In  the  opinions  of  both 
public-  and  private-sector  policymakers  and  providers,  the  quality  of  well-child  care 
rendered  by  EPSDT  participating  providers  is  excellent. 

Provider  panicipation  rates  have,  however,  been  entirely  static  for  several  years. 
The  program  has  been  unable  to  add  more  providers  to  the  rolls  for  two  primary 
reasons:  fees  have  not  been  raised  in  years  and  EPSDT  fees  are  not  different 
enough  from  usual  and  customary  office  visit  rates  to  provide  physicians  with  the 
appropriate  financial  incentives  to  enroll;  and  the  additional  paperwork  and  "hassle" 
associated  with  EPSDT  panicipation  persists  in  dissuading  many  physicians  from 
joining  up.  To  address  these  problems,  however,  the  Medicaid  agency  has  recently 
hired  a  full-time  medical  consultant  who,  at  the  time  of  the  evaluation  site  visit,  was 
in  the  process  of  developing  a  number  of  strategies  to  enhance  provider  recruitment 
and  retention. 

■  Outreach.  The  outreach  component  of  Tennessee's  EPSDT  program  has  one 
primary  strength-intensive  involvement  of  the  public  health  system.  Public  health 
nurse  and  lay  outreach  staff  advocate  on  behalf  of  children  to  enroll  them  into  care, 
promote  the  importance  of  prevention  to  their  parents,  and  follow  up  to  ensure  that 
needed  treatment  is  received.  These  efforts  are  critical,  given  the  relatively  minor 
role  that  local  DHS  eligibility  staft'  play  in  informing  families  about  EPSDT. 

However,  lack  of  resources  has  required  almost  all  Tennessee  counties  to  rely  on  a 
mail-based  outreach  system.  Furthermore,  lack  of  automation  at  the  local  level  has 
created  often  profound  inefficiencies;  as  noted  previously,  outreach  staff  are 
required  to  spend  untold  hours  addressing  outreach  letters  by  hand  since  the  current 
MIS  system  cannot  produce  mailing  labels  for  EPSDT-eligible  children.  At  both 
the  state  and  local  levels,  program  officials  acknowledged  that  outreach  conducted 
by  mail  is  largely  ineffective.  If  additional  resources  were  provided,  they  stated 
that  they  would  much  prefer  to  implement  a  system  in  which  more  personal  contact 
was  possible,  either  through  home  visiting  or,  failing  that,  by  telephone. 

■  Access  to  EPSDT  screening  services.  Insufficient  outreach  and  provider  participa- 
tion, as  well  as  a  general  lack  of  public  awareness,  has  fueled  persistently  low 
EPSDT  participation  rates  among  eligible  children.  In  FY  1989,  only  slightly  more 
than  one-quarter  of  all  eligible  children  received  an  EPSDT  screen.  Three  years 
later,  despite  impressive  increases  in  the  total  volume  of  screens  performed,  EPSDT 
participation  rates  slipped  to  just  24  percent.  Like  most  states,  Tennessee  is  much 
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more  successful  screening  younger  children  than  school-age  children  and  adoles- 
cents. However,  given  dramatic  Medicaid  expansions  and  rapidly  growing 
eligibility  rolls,  the  state  is  moving  further  away  from,  rather  than  closer  to,  the  80 
percent  participation  goal  recently  established  by  HCFA. 


D.       Issues  for  the  Future 

The  Tennessee  Medicaid  program  has  been  a  national  leader  in  expanding  financial  access  to  care 
for  low-income  pregnant  women  and  children.  This  policy  emphasis  on  decreasing  the  number  of 
Tennesseans  who  lack  health  insurance  was  recently  demonstrated  again  with  the  proposal,  and 
subsequent  federal  approval,  of  TennCare,  a  health  care  reform  model  that  will  pool  state  fiscal 
resources  to  extend  health  insurance  to  all  persons  living  below  the  federal  poverty  level. 

However,  at  least  with  regard  to  EPSDT,  this  emphasis  on  expanding  financial  access  has  come  at 
the  cost  of  developing  effective  strategies  for  improving  physical  access  to  services.  As  noted 
throughout  this  chapter,  very  low  EPSDT  participation  rates  among  children  have  persisted  and 
Tennessee  has  not  used  the  authority  of  OBRA-89  to  make  significant  program  changes,  either 
directly  or  indirectly. 

In  the  future,  it  will  be  interesting  to  note  whether  strategies  to  recruit  additional  providers  into 
EPSDT,  under  development  at  the  time  of  the  evaluation  site  visit,  are  successful.  It  will  also  be 
critical  for  the  state  to  explore  more  effective  strategies  for  performing  client  outreach;  the  nurse- 
based  home  visiting  program  observed  in  Nashville/Davidson  County  offers  a  promising  model. 

Since  April  1993,  a  much  larger  system-wide  change  has,  and  will  continue  to,  dominate  the  policy 
focus  of  Medicaid  officials:  the  creation  of  TennCare.  While  in  the  throes  of  health  care  reform, 
however,  Tennessee  policymakers  will  also  need  to  develop  effective  systems  for  ensuring  that 
high-quality  preventive  care,  like  that  extended  by  EPSDT,  continues  to  be  provided  in  a  managed 
care  environment.  The  issue  of  how  these  systems  will  evolve  in  Tennessee,  as  in  states  across  the 
country,  will  need  to  be  closely  monitored  in  years  to  come. 
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Medicaid  Program: 
Patient  Rights  and  Responsibilities 

I  agree  lo  give  correct  inronnnlion  to  sec  il  I  can 
receive  Medicaid. 

I  agree  lo  provide  the  county  information  to  prove 
any  statements  given  in  this  application  and  hereby 
give  permission  to  the  county  to  get  such  proof. 

I  understand  that  for  Medicaid  I  must  report  any 
changes  in  my  circumstance  within  ten  (10)  days  of 
becoming  aware  of  the  change. 

I  understand  that  if  I  DO  NOT  like  the  decision 
made  on  my  case,  I  have  the  right  to  a  fair  hearing. 
I  can  request  a  hearing  by  writing  or  calling  the 
county  where  I  applied. 

If  you  want  AFDC  for  any  family  member,  you 
will  have  to  sign  a  different  application  fonn. 
However,  we  will  u.sc  the  dale  on  this  fonn  to 
determine  your  eligibility. 


Right 
from  the 
Start 


FREE 


A  HEALTHY  START  IN  LIFE 
FOR  YOU  AND  YOUR  BABY. 


FACTS :  RIGHT  FROM  THE  START 

SEE  THE  SAME  DOCTOR  FROM  FIRST 
EXAMINATION  TO  DELIVERY. 

APPLYING  IS  SIMPLE  AND  EASY. 

FREE  MEDICAL  CARE  IS  AVAILABLE 
FOR  ELIGIBLE  CHILDREN  BORN 
AFTER  SEPTEMBER  30,  1983. 


For  more  information,  contact  your  county  health 
department  or  county  Department  of  l  amily  and 
Children  Services. 


,  GET  FREE  PRENATAL  CARE  RIGHT 
NOW. 


,  YOU  CAN  QUALIFY  IF  YOU'RE 
MARRIED  OR  SINGLE. 


,  YOU  DON'T  HAVE  TO  BE  PREGNANT 
TO  RECEIVE  FREE  MEDICAL  CARE 
FOR  YOUR  CHILD. 


,  YOUR  LOCAL  HEALTH  DEPART- 
MENT CAN  GIVE  YOU  A  MEDICAID 
CARD  THE  SAME  DAY  YOU  VISIT. 


MEDICAID  NOW  HELPS  ALMOST 
50,000  GEORGIA  WOMEN  LIKE  YOU. 

Married  or  single.  Insured  or  uninsured.  You  and 
your  children  can  receive  FRIiE  medical  help  immedi- 
ately. Apply  today,  Medicaid  forms  are  now  simple  to 
read.  The  approval  process  is  now  faster.  And  more 
doctors  than  ever  before  will  care  for  you  and  your 
children.  Ask  at  your  local  health  clinic  how  you  can  join 
the  Right  from  the  Start  program.  Get  the  right  care.  Get 
Ihe  right  start.  It's  simple.  It's  easy.  And  it's  smart. 

Right  from  the  Start  has  the'  right  stuff. 

When  you  become  pregnant  you  create  life.  It's  a 
miracle.  Suddenly,  a  little  person  lives  within  you.  To  help 
the  baby  grow  inside,  you  must  care  for  him  or  her  from 
the  outside.  Sed  a  doctor  early  and  regularly.  Gel  prenatal 
care.  Only  you  can  keep  the  baby  inside  happy.  Hat  right. 
Quit  smoking  or  cut  back.  Don't  drink  alcohol,  including 
beer  or  wine.  Give  your  baby  the  right  stuff  Right  from  the 
Start. 

So,  if  you  think  you're  pregnant  but  can't  afford  a 
doctor--  we  can  help  you.  If  you  are  pregnant  but  can't  pay 
your  medical  bills  --  we  can  help  you.  And  if  you  have 
young  children  who  have  not  .seen  a  doctor  regularly  —  we 
can  help  you. 

GET  lll£LP  NOW  -  Right  from  the  Start. 

Apply  for  medical  care  inside  and  out. 

If  you  are  pregnant  or  have  a  child  under  a  year 
old,  you  will  qualify  for  Right  from  the  Start  Medicaid  if 
your  yearly  income  is  about  $14,000  or  less.  If  you  already 
have  two  children,  you  can  earn  almost  $21 ,000  a  year  and 
still  qualify. 

Your  baby  can  stay  in  the  Medicaid  program  until 
his  first  birthday.  After  that,  the  income  requirements 
become  a  little  stiffer,  but  most  children  will  still  be 
covered  until  age  6. 

Getting  medical  care  for  you  and  your  children  is 
easier  than  ever  before.  If  you  think  you  might  qualify, 
just  fill  out  this  application  and  send  it  in  or  contact  your 
county  health  department  or  county  Department  of  Family 
and  Children  Services. 


RIGHT  FROM  THE  START  MEDICAID  APPLICATION 

Appli   

NAMH  

First  Initial  l^st  Maiden  Name  Telephone » 

ADDRIiSS  

Street  Apt.        City  County  State  Zip  Code 


1. Is  anyone  in  your  house  pregnant?  □  Yes  D  No  If  yes  who?. 

Is  she  on  Medicaid?  □  Yes  □  No 
2. Whom  do  you  want  to  receive  Medicaid? 


I.ist  all  people  in  your  home  (write  your  name  first): 

Pirst                 MI.  Last 

.Social  Security  No. 

Dale  of 
Birth 

Race 

.Sex 

Relationship 

U.S.  Citizen 
yes/no 

MYSH-F 

Self 

3.  INCOME:  Do  you  or  docs  anyone  in  your  home  get  money  from: 


Amount  Before 
Any  Deductions 

Mow  Often 
Received 

Name  of  Person(s) 
Receiving 

Current  Joh 

YesD 

NoD 

Hmployer's  Name: 

Social  Security  Income/SSI 

YcsD 

NoD 

AITX: 

YesD 

NoD 

Pensions  or  Rclircmcnl  BencfiLs 

Yes  □ 

NoD 

Child  Support  or  Contrihutions 

Yes  □ 

NoD 

Unemployment  Benefits 

Yes  □ 

NoD 

Student  l.oan/Cirant 

Yes  □ 

NoD 

Other  Incoinc 

YesD 

NoD 

4.  Do  you  have  health  insurance  on  anyone  for  whom  you  are  qualifying?    D  Yes  D  No 
(Provider  Complete  Porm  28.5)  Health  insurance  company  

Policy  number  

5.  Do  you  have  any  unpaid  medical  bills  from  the  past  three  months?      YesD  NoD 

Nicdicald  Program  •  I  agree  to  give  correct  infonnation  t^)  see  if  1  can  receive  Medicaid.  •  I  agree  to  provide  the  county 
infonnation  to  prove  any  statements  given  in  this  application  and  herehy  give  permission  lo  Ihe  county  to  gel  such  proof.  •  I 
understand  that  I  am  breaking  the  law  if  I  give  wrong  information.  •  I  unuerstand  thai  for  Medicaid,  I  must  report  any  changes 
in  my  circumstance  within  ten  (10)  days  of  becoming  aware  of  the  change  •  1  understand  that  if  I  IX)  NOT  like  the  decision 
made  on  my  case,  I  have  the  right  to  a  fair  hearing.  I  can  request  a  hearing  by  writing  or  calling  the  county  where  I  applied. 
/  certify  thai  the  infonnation  I  luive  provided  is  correct. 

I  have  read  (or  hiul  read  to  me)  and  understand  the  infonnation  on  this  form. 
1  agree  lo  apply  for  a  social  seem  it  v  number  if  I  do  not  have  one. 


Applicant's  Signature  Date  Representative's  Signature  Date 
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